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Abstract
This thesis examines how research activity develops in general practice in the UK. It is based on 
the concepts and theories of organisational development, and seeks to enhance understanding of 
the triggers and barriers that moderate and mediate the adoption and embedding of general 
practice research as an organisational process. The theoretical framework is based on Van de 
Ven’s model of organisational triggers and shocks and on findings from Greenhalgh’s study on 
the diffusion, spread and sustainability of complex innovations in the service sector. Research in 
general practice is conceptualised as a complex innovation, and as such can be examined in 
terms of the seven components of the model (the nature of the innovation, the characteristics of 
potential adopters, interpersonal and inter-organisational influences, the internal (organisational) 
context, the outer (environmental) context, and the implementation process.
This study has four main stages. Stage 1 was an exploration, using semi-structured open-ended 
interviews, of why GPs become involved in research and what organisational aspects helped to 
promote research activity and identify some key issues which hindered its development. Stage 2 
was the development of an organisational perspective using an emergent in-depth case study 
approach to look at research development and research governance in general practice; and Van 
de Ven's framework for organisational development forms the theoretical basis for this work. 
Stage 3 comprised a series of case studies of general practices looking at the adoption of 
research activity as an organisational innovation. This stage was based on interviews with staff 
and executives from three research PCTs and a re-analysis of the data gathered in Stage 2 using 
the Diffusion of Innovations Framework developed by Greenhaigh et al. A brief fourth stage 
looked at why research fails to get started at all in some practices.
GPs become involved in research because it provided stimulation and a way of answering clinical 
questions that would help to improve their service delivery. Research activity was seen as a way 
of raising the profile of the practice among colleagues, patients and the wider community. The 
major disadvantage of research was seen to be the time commitment and its inability to compete 
with service delivery activities in making financial contributions to the practice. Research 
practices may go through a series of phases when developing their research capabilities. These 
phases are based around a number of key events and processes. There appears to be a five- 
phase model of practice development in relation to research activity (creative energy, concrete 
planning, transformation/ differentiation, consolidation and collaboration). Movement between 
these phases is not linear or continuous, but showed emergent and adaptive properties in which 
specific triggers and set-backs were often critical. The Diffusion of Innovation Framework 
describes the uptake of research activity in general practice and the implementation and 
development of research activity depends on a range of issues including the practice’s needs, the 
inner and outer contexts of the practice environment and the support available for the practice. 
Some GPs choose not to undertake research because for many time, money and bureaucracy all 
mitigate against involvement, many GPs prefer the short time frame for feedback that being an 
educator or service deliverer provide. The long time frame for results in research is not 
something that motivates GPs. Again, the findings are interpreted using the model from the 
diffusion of organisational innovations.
The conclusion from this research is that some practices and GPs will never get started in 
research, despite the encouragement of policy makers and research networks. These GPs will 
prefer to concentrate on service delivery or may get involved in education delivery to medical 
students, registrars or colleagues. The practices which do get involved in research activity will 
always wrestle with the difficulty of justifying from a patient and financial basis. Policy makers and 
managers can do much to facilitate the spread of this activity and, using Van de Ven’s approach, 
introduce more triggers and reduce the setbacks to this developing. Research activity should be 
treated as an innovation and that if policy makers, local managers and GPs which to promote its 
adoption many aspects should be considered. These aspects include ensuring that it has a 
relative advantage over alternative activities such as teaching, that it addresses local needs and 
that the inner and outer contexts are appropriately configured.
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Chapter One Overview
1.1 Background
This PhD thesis examines how research activity develops in general practice 
within the UK. It is based on the concepts and theories of organisational 
development, and seeks to enhance understanding of the triggers and barriers 
that moderate and mediate the adoption and embedding of general practice 
research as an organisational process. Given the emphasis now placed on 
health care delivery in primary care and community settings and the pressure for 
all clinicians to practice evidence-based care (see Sections 2.1 and 2.2), 
research in primary care is becoming ever more important and topical.'
One striking feature of general practice research in the UK is its diversity. For 
some practices, research seems to be a natural extension of clinical and 
professional activities, being inextricably linked in the practice vision and purpose 
to evidence based practice, clinical governance and patient-centredness. These 
practices seem to take research in their stride and have developed a wide range 
of formal and informal links with academic departments, research support units, 
and local research networks. For other practices, the challenge of day-to-day 
service delivery seems overwhelming and research is seen as one of many 
peripheral activities that compete to interfere with patient care. Such practices 
may never have attempted to undertake research, but in some cases, they have 
tried and failed.
The research described in this thesis, therefore, seeks to contribute to both the 
health services research literature and the organisational sociology literature by 
examining why and how these differences arise. What are the ‘critical success 
factors’ for getting research off the ground in a general practice? Can individuals
‘ Note: General practice is one part of the wider sector of primary health care, which also includes 
community based dentistry, optometry and pharmacy services. These additional services make 
an important contribution to both patient care and primary care research, and have rightly been 
considered along with general practice in most policy documents on the development of research. 
They were not, however, the focus of the empirical work which centred more narrowly on general 
practice. The terminology in this thesis is therefore mixed: when discussing research, the term 
‘general practice’ is used but when discussing policy issues, the term ‘primary care’ is used where 
appropriate.
and practices be identified that are likely to succeed -  and likely to fail? What 
support should be provided, by whom, in what form, and at what stage, to 
establish the organisational infrastructure for front-line research in general 
practice?
The main aim in answering these questions is to explore how research activity 
develops in general practice. The specific research objectives are:
To identify why GPs become involved in research activity.
To gain an in-depth picture of the development of research in a range of 
GP practices.
To identify the triggers and set-backs that facilitated the changes.
To identify any stages of practice development that were supported by 
empirical data.
To identify the contextual issues and factors which facilitate the adoption, 
diffusion, spread and sustainability of research activity.
To identify the extent to which the Diffusion of Innovation framework 
describes this adoption process.
To explore and describe why practices which had expressed an interest in 
participating in research activity had subsequently chosen to pursue this. 
To explore GP and practice staff perceptions of the barriers to adopting 
research activity in their organisation.
To gain an understanding of the nature of competing activities which 
practices chose over the adoption of research.
A study of the development of research in general practice might be undertaken 
from a number of perspectives. Firstly, there is the point of view of the individual 
clinician (general practitioner (GP) or practice nurse). The GP (and members of 
his or her team) may or may not have an interest in research and the skills to 
undertake it. They may or may not use research as a way of maintaining their 
motivation to practice. They have particular training and support needs as 
individuals. And so on. Secondly, one could look at research in general practice 
from the perspective of the key research questions needed to build the
knowledge base for effective patient care. Thirdly, one could look at research 
from an organisational perspective and study it as an innovation that must be 
considered, tried out, assimilated, mainstreamed, and sustained in an already 
complex service organisation -  or, alternatively, dismissed or rejected as 
impracticable, unaffordable or out of line with the organisation’s mission and 
purpose. It is this third perspective on research in general practice -  the 
organisational dimension -  that forms the main focus of this thesis.
Most previous studies in this field of enquiry have looked at GPs’ and nurses’ 
motivation and approach to research from an individual perspective (Kitson, 
McMahon, Rafferty, & Scott, 1997; Carter & Shaw, 1998; Hartley, Macfarlane, 
Gantley, & Murray, 1999; Kitson, 1999; Carter & Shaw, 2000; Carter, Shaw, & 
Macfarlane, 2002; Kitson, 2002; McCormack et al., 2002; Rycroft-Malone et al., 
2002; Rycroft-Malone et al., 2004b; Rycroft-Malone et al., 2004a). Indeed, the 
researcher’s own early work on research in general practice, sponsored by the 
Royal College of General Practitioners and described in Section 7.2 of this thesis, 
focussed on the motivation and needs of the individual GP rather than the 
organisation. But his own background in organisation and management (see 
Section 1.2) convinced him that much new knowledge would be generated by 
considering the organisation, rather than the individual practitioner, as the key 
unit of analysis.
As described in detail in Chapter Two, this work was undertaken in the early 
2000s, at a time when the pace of change in primary care was very rapid. There 
was a growing emphasis on evidence-based practice and the need to develop 
research to build that evidence base was high on the agenda. Questions were 
being raised in policymaking circles about who was best placed to carry out 
primary care research. Should it be undertaken within academic departments of 
primary care in a university setting? Should it solely be the domain of the 
profession, itself? There were (and probably still are) no definitive answers to 
these questions, since they depend so much on local circumstances. At the time 
this study began, there were already many examples of GPs with well-developed 
research skills, who practised in a partnership that was well equipped and funded 
to undertake research and which had a motivated practice population that was
signed up to research. Such GPs, in these circumstances, were often 
extraordinarily productive as researchers. But there were also many examples of 
under-trained, poorly equipped GPs with little spare time, whose partners were 
less than enthusiastic and whose organisations provided less than ideal 
infrastructure. These individuals were recognised as having support needs, and 
there was much interest in identifying, documenting and systematically 
addressing those needs.
In the early 2000s, it was also recognised that academic institutions varied in 
their ability to provide support for research in general practice. Some academic 
departments were seen as having their feet firmly on the ground of clinical 
general practice, and demonstrated an in-depth, empathetic understanding of the 
current pressures of the profession. But there were also examples of aloof, ‘ivory 
tower bound’ academic researchers who were uninterested in the research 
questions most relevant to real life general practice, and whose input was seen 
as more likely to distort than to add to the research agenda.
Even after completing the work for this thesis, the researcher finds it difficult to 
say that there is a ‘best place’ for research to be hosted and conducted or a ‘best 
model’ for supporting developing research practices at organisational level. It is 
the researcher’s opinion that there will always be a role for the mixed economy of 
research in general practice, in which creative, committed people from different 
backgrounds and working in different sorts of organisations can access flexible 
training, academic support, and organisational support to suit the particular needs 
and phase of development of their own practice. This thesis was not an attempt 
to produce a ‘formula’ for developing research in general practice. It was an 
attempt to illuminate the process of research as an organisational activity and 
draw general lessons about the likely success of a wide range of models and 
support measures.
Bearing in mind that research in general practice must be considered at many 
levels (people, policies, organisations), the original list of questions about 
research activity in general practice was long. These questions included issues 
around motivation, incentives, governance, organisation, and support. So for
example, why do some GPs participate in research and find it deeply rewarding, 
whereas others find it hard to understand the attraction, complain that it takes too 
much time and keeps them away from their patients? Why do some practices 
develop their research activity to a high level and bring in funding in excess of the 
income of many small businesses when others struggle to receive any funding? 
Why do some GPs prefer to get involved with student teaching (where it is often 
possible to see a direct outcome linked to teaching input), whereas other GPs are 
prepared to dedicate many hours to research over long years before gaining any 
feedback or recognition from the professional community? Why do some 
practices work in relative isolation on small-scale research projects, whereas 
others prefer to collaborate in multi-practice research organised by (say) the 
Medical Research Council? What interventions can health service managers 
implement to promote and support research activity?
After working with general practitioners and their staff over a number of years, 
and following some specific initiatives with the Royal College of General 
Practitioners (RCGP), the researcher progressively focussed his area of interest: 
how does research activity develop and why does it develop to different levels or 
stages, and at different paces, in different practices?
Earlier approaches to the accreditation of research activity in general practice, for 
example the Royal College of General Practitioners’ (RCGP) Primary Care 
Research Team Accreditation (PCRTA) have, arguably, looked at research-active 
general practices rather like an academic department within a university and 
subjected them to the rigours of Research Assessment Exercise (RAE) style 
performance assessment (Carter et al., 2002). This thesis will argue that this 
approach is not appropriate -  or at least, that it is not sufficient. The added value 
of an organisational perspective is to identify key structural, developmental and 
environmental characteristics associated with successful and sustained 
involvement in research, and thereby inform a national strategy for research 
capacity-building in primary care. It is also important to gain an idea of why 
practices decide not to become involved in research activity. With the need for 
high quality primary care research increasingly recognised elsewhere in the world
(van Weel, 1999), it is envisaged that transferable lessons from the study may 
also inform international development.
7.2 Researcher perspective
The researcher’s academic background, and work experience, is in management. 
After a first degree in biochemistry, the researcher ran a small family business in 
the commercial sector for about 10 years before studying for an MBA at the 
London Business School. He remained interested in the needs of small 
businesses throughout his studies, and on graduation became a management 
consultant. He was always especially interested in the ‘small business’ side of 
the NHS -  and particularly in general practice. He entered academic research 
fairly late in life, with a post in Health Care Management at the School of 
Management in Surrey University.
During all this time the researcher has sought to look at management problems 
through the lens of his profession. Management, of course, is not a single 
academic discipline but a problem-oriented area of enquiry that draws on many 
different primary research traditions, including sociology, psychology, 
organisational behaviour and economics. It was the researcher’s aim to bring 
some of these underpinning disciplines to help answer his questions. However, 
the organisational aspects of general practice research have not previously been 
systematically studied from a management perspective. A few earlier studies 
had looked at ways of evaluating ‘inputs’ and ‘outputs’ of primary care research 
(Carter et al., 1998; Carter et al., 2000), but in these studies the practice was 
treated a little bit like a black-box -  that is, although the practice was the unit of 
analysis, the practice not systematically studied as an organisation. This was the 
unique perspective the researcher was able to bring, and which complemented 
the expertise of clinicians, medical academics and professional leaders (such as 
Professor Yvonne Carter and colleagues from the Royal College of General 
Practitioners, with whom the researcher had the privilege of working).
Whilst the work for this thesis has undoubtedly benefited from some 20 years’ 
experience of working in and with small businesses (10 in his own business, and
10 as a management consultant), the researcher’s academic career is relatively 
short (5 years), and he is therefore fairly new to academic research. He has 
been fortunate to be able to work with a number of senior academics and 
professional bodies, whose contribution is set out in Section 1.5 (Support and 
funding).
1.3 Chapter overview
Chapter Two of this thesis explores the current organisation of primary care 
services within the UK, looking at the structure of the NHS and how primary care 
is funded. In particular it also looks at the range of primary care services and the 
opportunities and challenges facing primary care. This leads into a discussion 
about the importance of evidence based practice and research and development 
activity. Lastly the chapter presents some of the current research and evidence 
looking at the effectiveness of primary care research initiatives, including the 
impact of accreditation and primary care networks.
Chapter Three, the first of two literature review chapters, looks at organisational 
development from a theoretical perspective. It explores the various approaches 
to understanding organisational development and reviews the prevailing models 
and approaches used by academics over the last thirty years. Many of the 
models will be shown to be inappropriate for general practice (they are criticised 
for being linear and deterministic, as well as for not providing a sufficiently robust 
explanation for how organisations like general practice partnerships develop their 
service capabilities). This chapter will also introduce Professor Andrew Van de 
Ven’s model of organisational triggers and shocks as a model that has 
particularly good potential to describe and explain the development of complex 
organisational innovations (such as research) in the service sector (Van de Ven, 
Polley, Garud, & Venkataraman, 1999). Van de Ven identified that the process of 
development is based on a series of triggers and setbacks to the social system 
and change in organisational form, interests and processes develop as a result of 
this.
Chapter Four is the second literature review chapter. It takes a slightly different 
form to the previous chapter because it is a summary of a much more detailed, 
externally funded, review to which the researcher contributed (the researcher 
explains his own contribution and acknowledges the input of other team members 
in Section 1.3 of this thesis). This chapter highlights the findings from the very 
diverse and complex diffusion, spread and sustainability of complex innovations 
in the service sector. Whilst the original systematic review on diffusion of 
innovations did not consider research, the researcher argues in Chapter Four that 
the independently developed model fits research activity within general practice 
remarkably well. Research can be conceptualised as a complex innovation, and 
as such can be examined in terms of the seven components of the model (the 
nature of the innovation, the characteristics of potential adopters, interpersonal 
and inter-organisational influences, the internal (organisational) context, the outer 
(environmental) context, and the implementation process.
Chapter Five looks at the nature of empirical knowledge, and sets out the 
epistemological background to the choice of research methodology for this thesis. 
It covers in detail exploratory approaches to research, as well as the justification 
for using case study methodology in the main empirical work for the thesis. It 
sets out the arguments for using a constructivist approach in this study (and 
demonstrates the strengths of such an approach over a positivist, hypothetico- 
deductive methodology).
Chapter Six is the detailed methods chapter and describes the research methods 
used. This study has four main stages. Stage 1 was an exploration of why GPs 
become involved in research, based around the evaluation of the Primary Care 
Research Team Accreditation project led by the RCGP. It sought to explore why 
GPs became involved in research and whether a framework based on the RAE 
could help to promote quality assurance and quality enhancement for the 
practices. The study looked at what organisational aspects helped to promote 
research activity and identify some key issues which hindered its development. 
Stage 2 was the development of an organisational perspective using an 
emergent in-depth case study approach to look at research development and 
research governance in general practice; and Van de Ven’s framework for
8
organisational development forms the theoretical basis for this work (Van de Ven 
et al., 1999). Stage 3 comprised a series of case studies of general practices 
looking at the adoption of research activity as an organisational innovation. This 
stage was based on interviews with staff and executives from three research 
PCTs and a re-analysis of the data gathered in Stage 2 using the Diffusion of 
Innovations Framework developed by Greenhaigh et al (Greenhaigh et al., 
2004a). A brief fourth stage looked at why research fails to get started at all in 
some practices. The main aim of this stage was to explore the service, and non­
service, delivery interests of practices and their staff. These practices had 
previously expressed an interest in participating in research and subsequently 
failed to follow this up, preferring to become involved in teaching of general 
practice registrars or medical students (and other activities) to supplement their 
service delivery (patient care) activities. Table 1.1 summarised the stages, goals, 
main actions and data sources for this thesis.
Table 1.1 : Stages of the study and data collected
Stage Goals Main actions Data sources
1. Exploration of 
why GPs become 
involved in research 
activity.
To identify why GPs become 
involved in research activity.
Collect data on the participation 
of practices in PCRTA, 
including practice and GP 
profile.
Field notes from visits to 
practices 
Interviews with 15 
individuals representing 8 
general practices_______
2. Development of 
an organisational 
perspective on 
research in general 
practice.
To gain an in-depth picture of the 
development of research in a 
range of GP practices.
To identify the triggers and set­
backs that facilitated the changes.
To identify any stages of practice 
development that were supported 
by empirical data.
Interview representatives from 
research practices in 3 
research PCT areas. Collect 
practice profiles and stories of 
how research activity had 
developed in a particular area.
Collect practice details and 
explore range and size of 
research projects undertaken. 
Capture description of practice 
history.
Semi-structured 
(qualitative) interviews with 
11 practices (7 lead GPs, 
4 other GPs, 10 nurses, 1 
research co-ordinator and 
6 managers)
Field notes from visits to 
practices.
Practice and research 
demographic details 
collected prior to interview
3. Organisational 
case studies of 
research general 
practices, analysed 
using the Diffusion 
of Innovations 
Framework 
(Greenhaigh et al., 
2004a).
To identify the contextual issues 
and factors which facilitate the 
adoption, diffusion, spread and 
sustainability of research activity.
To identify the extent to which the 
Diffusion of Innovation framework 
describes this adoption process.
Interview rPCT executives and 
managers with particular focus 
on the role of PCTs in 
supporting the emergence, 
spread and sustainability of 
research activity in local 
practices.
Describe the practice, rPCT 
and local research 
infrastructure. Identify the 
models for supporting the 
uptake and development of 
research activity.
Re-analyse the data from stage 
2 using the Diffusions of 
Innovation Framework
Stage two data
Interviews with 6 staff and 
3 executives representing 3 
research PCT areas.
4. Preliminary study 
of why some 
general practices do 
not develop as 
research 
organisations
To explore and describe why 
practices which had expressed an 
interest in participating in 
research activity had 
subsequently chosen to pursue 
this.
To explore GP and practice staff 
perceptions of the barriers to 
adopting research activity in their 
organisation.
To gain an understanding of the 
nature of competing activities 
which practices chose over the 
adoption of research.
Interview key informants in 
non-research active practices 
to gain an understanding of the 
interests (service delivery and 
non service delivery) of 
practices and their staff. Gain 
understanding of the barriers 
facing GPs in adopting 
research activity.
Semi-structured 
(qualitative) interviews with 
3 practices (4 GPs, 1 
nurse, 1 manager)
Field notes from visits to 
practices.
Practice and research 
demographic details 
collected prior to interview
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Chapter Seven presents the findings of this research project. Stage 1 showed that 
GPs became involved in research because it provided stimulation and a way of 
answering clinical questions that would help to improve their service delivery. 
Research activity was seen as a way of raising the profile of the practice among 
colleagues, patients and the wider community. It was also a way of attracting good 
staff to fill vacancies. The major disadvantage of research was seen to be the time 
commitment and its inability to compete with service delivery activities in making 
financial contributions to the practice. Stage 2 showed that research practices may 
go through a series of phases when developing their research capabilities. These 
phases do not map to any life-cycle model but are based around a number of key 
events and processes. There appears to be a five-phase model of practice 
development in relation to research activity (creative energy, concrete planning, 
transformation/ differentiation, consolidation and collaboration). Movement between 
these phases is not linear or continuous, but showed emergent and adaptive 
properties in which specific triggers and set-backs were often critical.
Stage 3 showed that for the most part that Greenhalgh’s Diffusion of Innovation 
Framework describes the uptake of research activity in general practice 
(Greenhaigh et al., 2004a). The implementation and development of research 
activity depends on a range of issues including the practice’s needs, the inner and 
outer contexts of the practice environment and the support available for the practice.
Stage 4, the final stage of this thesis, looks at why some GPs choose not to become 
involved in research activity. The findings demonstrate that whilst for many time, 
money and bureaucracy all mitigate against involvement, many GPs prefer the short 
time frame for feedback that being an educator or service deliverer provide. The 
long time frame for results in research is not something that motivates GPs. Again, 
the findings are interpreted using the model from the diffusion of organisational 
innovations.
Chapter Eight provides an overall discussion of the findings of this thesis. It 
discusses in depth the reasons why research activity develops in general practice 
and argues strongly that it is likely that there will be a wide range of stages of 
development of research activity within general practice. Some practices and GPs
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will never get started in research, despite the encouragement of policy makers and 
research networks. These GPs will prefer to concentrate on service delivery or may 
get involved in education delivery to medical students, registrars or colleagues. The 
practices which do get involved in research activity will always wrestle with the 
difficulty of justifying from a patient and financial basis. Policy makers and 
managers can do much to facilitate the spread of this activity and, using Van de 
Ven’s approach, introduce more triggers and reduce the setbacks to this developing. 
The chapter also sets out arguments for why research activity should be treated as 
an innovation and that if policy makers, local managers and GPs which to promote 
its adoption many aspects should be considered. These aspects include ensuring 
that it has a relative advantage over alternative activities such as teaching, that it 
addresses local needs and that the inner and outer contexts are appropriately 
configured. Lastly Chapter Eight also considers the limitations of the approaches 
adopted in this thesis and proposes some further research which could be 
undertaken to address these concerns and develop this area further.
1.4 Publications, support and funding
The research that underpins this thesis has been supported and funded by the 
University of Surrey, Department of Health and the Royal College of General 
Practitioners. Parts of this work have been published previously (Carter et al., 2002; 
Greenhaigh et al., 2004a; Greenhaigh, Robert, Bate, Kyriakidou, & Macfarlane, 
2004; Greenhaigh et al., 2004b; Greenhaigh, Robert, Bate, Kyriakidou, & 
Macfarlane, 2005; Macfarlane, Shaw, Greenhaigh, & Carter, 2005; Shaw, 
Macfarlane, Greaves, & Carter, 2004). Two of these papers are attached at 
Appendix A (Greenhaigh et al., 2004b; Macfarlane, Shaw, Greenhaigh, & Carter, 
2005). These have been selected as they present key aspects of the whole 
research process. Further papers are planned.
This thesis includes work undertaken for three externally funded projects:
• Evaluation of the RCGP’s primary care research team assessment (PCRTA) 
assessment exercise, funded by the RCGP in 2000 (£10,000, Principal 
Investigator Fraser Macfarlane); Section 6.3 and 7.2 of this thesis.
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• Evaluation of the pilot sites for research primary care trusts (rPCTs) funded 
by the Department of Health’s Research Capacity Building programme 2002- 
3 (£80,000, Principal Investigator Professor Y.H. Carter from Queen Mary 
College, University of London); Sections 6.4/6.5 and 7.3/7.4 of this thesis.
• Systematic review of diffusion, spread and sustainability of service 
innovations funded by the NHS Service Delivery and Organisation (SDO) 
programme 2003-4 (£80,000; Principal Investigator Prof T Greenhaigh from 
University College London); Section 6.5 and 7.4 of this thesis.
The researcher was a co-applicant and joint grant holder for all of the three above 
projects. He was also an active member of the three research teams and 
contributed a major part to the data gathering, analysis and presentation of findings. 
Below, the researcher describes in detail the projects and his role in them, so as to 
make explicit the contribution that he personally made to the research and the 
contributions made by others. In every case, where Ethical Committee approval 
was required, agreement has been gained from the relevant Committee for the data 
to be used as part of this thesis.
The evaluation of the RCGP’s PCRTA programme was conducted in 2000. PCRTA 
is an accreditation scheme designed to raise the standard of primary care research. 
Two of its research questions were central to this dissertation. One: why do GPs 
become involved in research; two: what factors help research activity develop in 
research active practices. The researcher developed the interview schedule, 
conducted all of the field work, analysed and presented the data and was joint 
author (of three) of the RCGP Occasional Paper which was published (Carter et al., 
2002). Section 6.3 (methods) and 7.2 (findings) of this thesis are based on this 
research and the Occasional Paper.
The evaluation of the pilot sites for research primary care trusts (rPCTs) funded by 
the Department of Health’s research capacity building programme was conducted in 
2002 and 2003 and involved a series of interviews with nine of the pilot sites for 
rPCTs as well as practices involved in research within these PCT areas. The 
evaluation of the pilot sites sought to map and understand the local arrangements 
that PCTs were making to deal with the new research management and governance
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framework that was being implemented in April 2003 by the Department of Health. 
PCTs are now responsible for all RM&G arrangements within primary care research 
and also play a major role in channelling research funds, co-ordinating research 
activity and developing research capacity (locally). Gaining a better understanding 
of their role was therefore at the heart of this research project. Included in this 
project was also an element of funding to help me explore the life-cycle of research 
practices within the nine pilot rPCT areas. Section 6.4 and 6.5 describes how this 
work was linked to the overall work for this thesis.
The data presented in Section 7.3 of this thesis were collected by two researchers 
(Fraser Macfarlane and Sara Shaw). Two of the research team separately analysed 
the data (FM and SS) and the findings were written and published by a wider group 
(FM, SS, Colin Greaves, Trisha Greenhaigh and Yvonne Carter). The researcher 
was solely responsible for the construction of the case studies describing practice 
development within the pilot PCT areas presented in Section 7.4. The method for 
this approach is described in Section 6.5.
The systematic review of diffusion of service innovations, which makes up a major 
part of the literature review of this thesis and contributes in large part to its 
theoretical framework was undertaken by a team of six researchers (FM, Trish 
Greenhaigh, Glenn Robert, Paul Bate, Olivia Kyriakidou and Richard Peacock). The 
researcher played an active role in the development of the meta-narrative mapping 
methodology which was used for the systematic review, as well as in searching, 
reading, reviewing and extracting data from the management literature. He also had 
a major role in writing the final report for the review. In particular, he helped to 
refine the overall model of diffusion of innovations as well as testing and applying it 
to the series of case studies within the report. It was an inherent part of the quality 
control of this review that all papers were read and reviewed by two people. It was 
inherent to the methodology of this cross-disciplinary review that we all contributed 
in a synergist way to the development and application of the methodology. The 
unique value that the researcher added was the presentation and understanding of 
the management, health service management literature and organisation of primary 
care. As a key member of this review team, the researcher is presenting the 
findings as part of the literature review within this thesis. The researcher 
acknowledges the input of the other members of the SDO research team in the
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development of the overall model presented in Section 4.3, which was developed 
through repeated discussion and iteration as all team members contributed the 
results of their individual labours to a shared synthesis.
Stage Four of this research (see Section 6.5 and 7.5) has been the exploration of 
the reasons why some GPs and their practices choose not to become involved (or 
fail to get involved) in research activity. The researcher was solely responsible for 
all of this work.
The primary research conducted as part of this thesis has been conducted within 
the NHS Research Management and Governance framework. Approval for the 
studies was gained from the relevant multi-centre research ethics committees 
(MRECs), and all empirical studies were registered with the relevant primary care 
trust (PCT) research management and governance committees.
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Chapter Two Context
2.1 The National Health Service
The National Health Service (NHS) was set up in 1948 and it now employs over 1m 
people making it the largest organisation in Europe. This section describes the 
constituent bodies that plan, fund, deliver and monitor health services in England. 
Structures in Northern Ireland, Scotland and Wales are similar but have different 
names. Figure 2.1 sets out the current structure. The NHS website sets out the 
current structure of the NHS, which has been considerably simplified over the last 
few years (Department of Health, 2004b).
Figure 2.1: Structure of the NHS 2004
Department of Health Modernisation Agency
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Department of Health
This is the government department responsible for delivering fast, fair, convenient 
and high quality health and social care services to the people of England. It has 
offices in Leeds and London and is responsible for:
• management of the overall health and social care system
• developing policy and managing major change in the NHS
• regulation and inspection of the NHS (increasingly at arms length through 
organisations such as the Commission for Health Improvement)
• intervention, should problems occur in the running of the NHS at any level.
The Department of Health also has four Directors of Health and Social Care which 
work directly with the NHS and performance manage strategic health authorities. 
The Department of Health is responsible for securing resources (in excess of £58bn 
annually) from the Treasury as part of the three year comprehensive spending 
reviews. These funds are allocated to local populations (via PCTs) using a 
weighted capitation approach.
Strategic health authorities (SHAs)
Strategic Health Authorities are responsible for developing strategies for the local 
health services and ensuring high-quality performance. They manage the NHS 
locally and are a key link between the Department of Health and the NHS. They will 
also ensure that national priorities (such as programmes for improving cancer 
services) are integrated into local plans.
Primary care trusts (PCTs)
At the time of writing, PCTs are a central structure in the NHS, responsible for the 
planning and securing of health services and improving the health of the local 
population. They are the bodies responsible for funding most aspects of primary, 
secondary and tertiary care as well as delivering both primary and community 
services to local populations. PCTs make sure there are enough GPs to provide for
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their population and that they are accessible to patients. PCTs must also ensure the 
provision of other health services including hospitals, dentists, mental health care, 
Walk-In Centres, NHS Direct, patient transport (including accident and emergency), 
population screening, pharmacies and opticians. In addition, they are responsible for 
integrating health and social care so the two systems work together for patients.
The 303 PCTs in England have been given the funding to plan and commission 
health services for their local communities - a role previously carried out by health 
authorities. Eventually they will control 75 per cent of the NHS budget. It also means 
that decisions about local services are made at a local level by those best placed to 
make them. The first port of call for many people when they develop a health 
problem is their local doctor, also known as a general practitioner (GP). These 
doctors usually form a small practice or surgery to serve a particular neighbourhood. 
GPs are on the frontline of the NHS - the part officially called 'primary care'. Many 
other health professionals work as part of this frontline team - nurses, health visitors, 
dentists, opticians, pharmacists and a range of specialist therapists.
Every UK citizen has a right to be registered with a local GP and visits to the surgery 
are free. NHS Direct and NHS walk-in centres are also part of primary care. GPs 
are not employed by the NHS but are (currently) contracted to the NHS under 
General Medical Services (GMS) or Personal Medical Services (PMS) 
arrangements. The former arrangement is based on paying GPs for the numbers of 
patients that are registered with them and for a range of item of service and targets 
agreed at a national level. The latter is based on a contract of services linked to a 
fixed payment in exchange for specified outcomes. A new GP contract has just 
been negotiated between the NHS Confederation (on behalf of the Department of 
Health) and the General Practitioners Committee (GPC) of the British Medical 
Association.
Other policy developments which deserve attention here include the development of 
primary care trusts (PCTs). Although currently unclear, such primary care 
organisations may have a vital role to play in the development of a research culture. 
Indeed, as a growing force across the UK, primary care groups and their 
counterparts in Wales, Scotland and Northern Ireland, have the potential to not only 
commission research, but also to produce and disseminate and translate it into
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locally owned changes in practice, ensuring the further development of evidence 
based practice within localities (Kernick, Stead, & Dixon, 1999; Thomas, Kai, 
O'Dwyer, & Griffiths, 2000). The role of PCTs in relation to primary care research is 
still open to debate. However, the emphasis placed on their role as commissioners 
and their ability to collaborate with researchers would indicate that they may have 
an increasingly important role to play. This may be in relation to primary care 
research and development and, more specifically, in relation to assessment.
NHS trusts
Hospital trusts are self governing organisations with a range of freedoms but subject 
to a tight and strict regulatory regime prescribed by the Department of Health. They 
are free to employ their own staff (including medical consultants), manage their own 
finances (within strict targets) and acquire/dispose of their own assets (again within 
strict targets). They are found in most large towns and cities, and usually offer a 
general range of services to meet most people's needs. Some trusts also act as 
regional or national centres of expertise for more specialised care, while some are 
attached to universities and help to train health professionals. Trusts can also 
provide services in the community - for example through health centres, clinics or in 
people's homes. Trusts currently undergo a strict system of regulation, performance 
management and inspection. The Department of Health operates a ‘star rating’ 
system. Zero star hospitals are deemed to have failed to meet a wide range of 
management, quality and customer care targets and as a result their senior 
management team may be removed.
Three star hospitals on the other hand are deemed to be performing excellently and 
the Department of Health will allow them to apply for Foundation Status, if 
successful they will be allowed to make their own decisions about expansion, the 
range of services offered, the terms and conditions of all staff and will operate under 
a less intrusive inspection system. Foundation Trusts are run by local managers, 
staff and members of the public which are tailored to the needs of the local 
population. Foundation Trusts have been given much more financial and operational 
freedom than other NHS Trusts but remain within the NHS and its performance 
inspection system. The first 20 NHS Foundation Trusts have been authorised by 
the Independent Regulator and were established on 1 April and 1 July 2004.
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All hospitals now have to demonstrate that they have clinical governance systems to 
ensure quality for their patients. The overall responsibility for this process lies with 
the chief executive. Hospitals are inspected by the Commission for Health 
Improvement (CHI), which is soon to become the Commission for Healthcare Audit 
and Improvement (CHAI) and will also cover the areas currently included in the ‘Star 
rating system’ and the private health care sector.
Together, NHS trusts employ the majority of the NHS workforce including nurses, 
doctors, dentists, pharmacists, midwives, health visitors and staff from the 
professions allied to medicine, such as physiotherapists, radiographers, podiatrists, 
speech and language therapists, counsellors, occupational therapists and 
psychologists. Their many other staff include receptionists, porters, cleaners, IT 
specialists, managers, engineers, caterers, and domestic and security staff.
Strategic health authorities. Primary Care Trusts and NHS Trusts have a duty of 
partnership with social services, other public services and the voluntary sector. 
They must demonstrate that this partnership is effective in planning, commissioning 
and delivering health services.
Care Trusts
Care Trusts are organisations that work in both health and social care. They may 
carry out a range of services, including social care, mental health services or 
primary care services. Care Trusts are set up when the NHS and Local Authorities 
agree to work closely together, usually where it is felt that a closer relationship 
between health and social care is needed or would benefit local care services.
2.2 Primary health care in England: current challenges
Primary care covers a range of services including general practice and community 
nursing. Although the focus of this thesis is how research develops in general 
practice in England, it is important to understand the wider organisation and 
functioning of primary care. After all, it is within this context that GPs deliver their 
service and undertake research.
2 0
Primary care is defined as being the first point of contact for patients and the public 
seeking health advice and support. It is estimated that 75-80% of patient contact 
occurs in a primary care setting (Ashburner, Birch, Latimer, & Scrivens, 1997). A 
series of UK Governments have put primary care at the heart of service delivery 
with White Papers such as A Primary Care Led-NHS (Department of Health, 1995), 
Choice and Opportunity (Department of Health, 1997) and The NHS Plan 
(Department of Health, 2001c). Primary care and particularly general practice are 
delivered in an extremely diverse manner within the UK. In particular general 
practice is still largely built around independent contractors operating small 
businesses, mainly in partnership format, from health centres using the list approach 
to dealing with the public. This is where individual members of the public are 
registered with a GP, who receives payment on the basis of numbers of registered 
patients and levels of service activity. GPs are not, therefore, employees of the 
NHS.
The emphasis on primary care and community care resulting from policy changes 
places new demands and new responsibilities on professionals, teams, 
organisations and the academic world that support it. There has been a major 
emphasis on evidence based decision-making throughout the whole of the NHS and 
therefore this approach must be followed within the primary care setting. Not only 
do clinicians need an evidence base for their decision-making but primary care 
settings are suited to looking at research questions about care options which involve 
the interface between acute and primary care. In addition it has been argued that 
primary care needs an evidence base (Mant et al., 2004) because: (i) clinical and 
preventative care must be underpinned by research evidence; (ii) the bulk of such 
care in most countries, especially poorer countries, is delivered in primary care; and 
(iii) evidence to underpin this care (for example, the diagnosis and appropriate 
management of headache, vomiting, rashes, diarrhoea, fever, joint pains, chest 
pain, abdominal pain, cough, breathlessness -  the list is long and ranges across all 
specialist areas) cannot be informed by laboratory and hospital based research 
alone (Mant, 1997).
It has been argued that there are four areas of primary care research that are of the 
utmost importance and therefore should be at the heart of any research and 
development strategy. These are: effectiveness of interventions delivered mainly in
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primary care; the applicability of hospital-based research to primary care; the 
implementation of best evidence in primary-care practice; and the basic science of 
illness and care of ill people in the community (NHS R&D Strategic Review: Primary 
Care, 1999).
Some of the other opportunities facing general practice include: a commitment to 
addressing inequalities in health, the development of Primary Care Trusts and 
Strategic Health Authorities (resulting in new policy formulation and funding 
mechanisms), a greater emphasis on clinical effectiveness within the application of 
evidence-based medicine. Undergraduate teaching of medical students, which 
used to take place within university and hospital settings is now partially delivered 
within a community setting. There is considerable evidence to suggest that general 
practitioners value and gain stimulation from this shift in education approach 
(Hartley et al., 1999). Health care as a whole is increasingly being delivered in a 
primary and community care setting, with the NHS trying to shift the focus of care 
from the acute sector to more appropriate settings. This is being facilitated by the 
creation of joint acute and community posts, schemes such as hospital, at home, the 
development of GPs with a specialist interest and changing approaches to delivery 
of care. There is a greater emphasis on workforce and career planning in all 
aspects of medicine, co-ordinated by strategic health authorities, royal colleges and 
the Department of Health. There are new funding arrangements, co-ordinated in 
large part by PCTs, for research and development activity in primary care. These 
are supplemented by a range of other health related funding streams with an 
emphasis on priorities and needs and research governance.
These fundamental changes are having an impact on primary and community care 
services, where recruitment and retention of staff has been particularly difficult in 
recent times and where service needs and demands are often very high. Local 
health communities will need to respond to the challenges of this very considerable, 
additional and demanding workload whilst also adapting to the reconfiguration of 
clinical and support services and the evolving future of healthcare within the NHS.
Against this background, unique opportunities for research are emerging in general 
practice and primary care, and many people ague that there is a deficit in general 
practice’s capacity to produce the research outputs now expected of it. Historically,
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family doctors and their teams have regarded research as a minority interest. 
However, for those who decide to become actively involved in research there are 
numerous rewards. Besides enabling personal professional development it provides 
the opportunity to pursue an original line of enquiry, to acquire new skills, to 
collaborate with other like-minded people, to have the satisfaction of completing a 
piece of research and seeing it published or disseminating its findings and ultimately 
observing the application of the findings in changes to recommended clinical 
practice. On the downside, research can be frustrating, severely test problem 
solving skills and can, unless care is taken to identify protected time for training and 
conducting research, start to impinge on family and personal time.
The development of research in primary care should also be considered from the 
perspective of the patient. Increasingly, patients expect their care to be informed by 
robust and relevant evidence. The development of evidence-based practice needs 
an appropriate research base to support it. It is not possible simply to extrapolate 
the research findings from hospital-based randomised controlled trials to the 
community where the case mix, facilities and priorities are often very different. Much 
of the evidence required by family doctors can only be obtained by conducting 
research involving primary care teams and their patients. This will necessitate a 
body of appropriately trained researchers in primary care and will require the 
existence of mechanisms to ensure the effective dissemination of research findings 
and their incorporation into every day clinical practice.
Community-based research is a political priority in the UK, but until recently, primary 
care lacked both the capacity and the culture to support high-quality research 
(Lancet editorial, 2003). A Department of Health policy document published in 2002 
sets out official policy, including the statutory requirement for all primary care trusts 
(PCTs) to develop a research role; structural arrangements for implementing 
research management and governance (RM&G); identification of funding streams; 
and workforce development issues (Department of Health, 2002a). Professional 
and academic bodies have endorsed and supported these policies through various 
training and accreditation programmes (Carter et al., 2002). But there has been 
relatively little research so far into the impact of these policies on NHS organisations 
and the process by which research capacity develops (or fails to develop) at the 
grass roots.
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The last two decades have witnessed active promotion of evidence-based decision­
making across the world. However, the knowledge base that currently exists to 
support primary care is not adequate for the challenges faced by health 
professionals in this setting (Nutting, 1996). Research is required to allow for the 
development of new knowledge, and high quality and relevant research requires a 
well-developed infrastructure. This is well-accepted in most Western countries (van 
Weel, 1999) with a wider recognition of the need to assist developing countries to 
build their own research capabilities (Nchinga, 2002).
In the UK, the Department of Health has explicitly promoted a research and 
development (R&D) strategy for the NHS since the early 1990s (Department of 
Health, 2000b). This included the development of a framework for research 
governance in 2001, which aimed to improve research quality and safeguard the 
public through setting and monitoring standards which must be met by all research 
in health and social care systems (Department of Health, 2002b). This has wide 
implications for the way research is both managed and conducted and can provide 
valuable lessons to other countries interested in pursuing a similar route.
Ongoing modernisation has meant that the UK health service has included radical 
organisational change in the shape of new primary care organisations. In England 
these are referred to as Primary Care Trusts (PCTs) and are becoming increasingly 
important, controlling 75% of the health service budget (by 2004). This brings 
substantial opportunities for enhancing research to support good clinical practice 
and local service development.
With widespread involvement in commercial and university-led research and an 
increasing volume of research led by primary health care professionals, it is unlikely 
that there are many PCTs in which some research is not already taking place. With 
increasing recognition of R&D as a major contributor to strategies for quality 
improvement, PCTs cannot afford not to take responsibility for research in their 
locality. All PCTs therefore need to address issues around the management and 
governance of research.
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To facilitate this, the Department of Health established a national network of PCTs 
to act as hosts for shared research governance systems from April 2003. It was 
envisaged that it would not be effective or cost-effective for many of these 
organisations to make individual arrangements and so models developed among 
groups of PCTs and partner organisations. However, little is known about the most 
effective size and organisation of partnerships and the structures and systems 
needed to govern research most effectively.
2.3 The evidence-based medicine movement
General practice and primary care aims to provide the best possible clinical care for 
patients within their own environment. In order to achieve this, general practice 
needs a firm research base, not only to define and to teach the discipline but also to 
provide evidence upon which to practise high quality clinical care (Smith, Carter, & 
Cox, 1998; Gray, Toth, Johnson, et al, 2000). Recent changes within the UK reflect 
the increasingly important role of research and its implementation in primary care.
The concept of evidence-based health care is not new but its development has 
accelerated over the past decade. Much of the impetus comes from within medicine 
and evidence-based medicine, or EBM as it has been commonly called, has also 
been an international phenomenon, in McMaster University in Canada, David 
Sackett and colleagues developed EBM as a method of promoting life-long learning. 
More recently, evidence-based health care has developed in a number of centres in 
the UK, including the development of the NHS Centre for Reviews and 
Dissemination at the University of York and the UK Cochrane Centre in Oxford.
Evidence-based health care has been described as “the conscientious, explicit and 
judicious use of current best evidence in making decisions about the care of 
individual patients” (Sackett, Rosenberg, Gray, et al, 1996). The practice of EBM 
means integrating individual clinical expertise with the best available external clinical 
evidence from systematic research. All areas of the health service are being 
encouraged to develop a culture based on enquiry and the use of research evidence 
to inform practice. Evidence-based health care enables primary care teams to base 
decisions about diagnosis, treatment and management of patients on the best 
evidence available.
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Using the best possible information to help in making clinical decisions is at the 
heart of evidence-based practice. Evidence-based health care and clinical 
governance aim to promote health care that is effective — and that does more good 
than harm. This can only be achieved if relevant research findings and valid 
guideline recommendations are incorporated into practice. The research literature, 
however, varies in its degree of accuracy and completeness. For family doctors to 
make properly informed decisions about care, it is essential that they have access to 
the best possible, most complete and up-to-date information they can find. Most 
people do not have the time to track down all the relevant research studies when 
trying to answer a clinical problem. Once the studies have been identified, it can 
also be both difficult and confusing to assess the quality and the sometimes 
conflicting results from different research studies.
Research findings can influence decisions at many levels — in planning care for 
individual patients, in the development of practice guidelines and in commissioning 
health care in developing strategies for health promotion and preventive health. It 
can also be used in the development of policy — at a local practice, primary care 
trust, hospital or national level. But research findings can only play this role if 
research knowledge is translated into action.
In order to practise evidence-based care clinicians not only need to have the 
evidence, they also need to know how good the evidence is and whether it is 
appropriate for the relevant patient populations. Traditionally, most medical 
research, particularly using a randomised controlled trial design, has been based in 
hospital settings. The importance of primary care as a setting for clinical research 
has been recognised. In putting the case for supporting R&D in primary care in the 
UK it has been accepted that over 90% of contact between the population and the 
NHS takes place in a community setting. Most minor illness is treated entirely by 
family doctors and their teams and most serious disease presents first in primary 
care. In addition, chronic illness is increasingly managed within general practice.
General practitioners have responsibility in making decisions about diagnosis, 
referral to secondary care and prescribing medication. An evidence-based approach 
is important for all three. The need for a firm knowledge base is as important in
26
primary as in secondary care. Much of the evidence required by family doctors can 
only be obtained through research that is conducted in community settings that 
involve primary health care teams and their patients.
2.4 NHS planning and research development
The expansion in primary care research has occurred for several reasons. The 
infrastructure of primary care research has been changing over recent years with 
recent UK governments proposing to double the proportion of research money spent 
on primary care over a five year period (Department of Health, 1996). These moves 
reflect the perceived increased importance of primary care as outlined by the "Mant" 
Report (Mant, 1997) and the Medical Research Council’s Topic Review on Primary 
Health Care (Medical Research Council, 1997). It also reflects the increasing 
involvement of general practitioners and the primary care team in commissioning 
and purchasing health care (Kernick et al., 1999), and the need for relevant 
evidence upon which to base decisions (Allen, Wilson, Fraser, & Gray, 1993).
Although this has been a vital development on its own, the development of primary 
care research has been accompanied by a necessary cultural shift. For instance, 
the emphasis being placed on evidence based prescribing and the increasing links 
between primary care research and education and training, have meant that more 
and more primary care professionals are gaining an interest in research and how to 
do it. This cultural shift can now be realised as it is accompanied by the necessary 
planning and resources, which allow for the achievement of such goals.
The Culyer Report
The Culyer Report was key in bringing about a change in culture within primary care 
research (Research and Development Task Force, 1994). The remit of the NHS 
Research and Development Task Force included examining funding of NHS 
research and determining whether mechanisms for this could be improved. This led 
to a new strategy being developed for funding R&D in the NHS and led to raised 
expectations of new R&D support for NHS providers. Professor Culyer perceived 
that much research in the NHS, especially that done outside teaching hospitals, was 
unrecognised. The report recommended that all money spent by the NHS on R&D
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should be brought together into a single funding stream and that primary, secondary 
and acute sectors should have equal access to funding for R&D. The report also 
recommended that a compulsory levy be taken from the budgets of all healthcare 
purchasers to be put forward into the funding stream. The ‘funding stream’ became 
divided into Budget 1 (also known as Culyer Funding) which provided support for 
NFIS R&D undertaken by providers; and Budget 2 providing support for the NHS 
R&D Programme, mainly research project grants and capacity development. 
Although these arrangements have now been superseded (Department of Health, 
2000b), they allowed for the development of primary care R&D on a much wider 
scale and, in particular, for research practices and other organisations to grow in 
terms of their infrastructure, as well as their research activity, thereby encouraging 
research capacity.
Medical Research Council Topic Review and The Mant Report
The Culyer Report (Research and Development Task Force, 1994) was closely 
followed by the Medical Research Council’s Topic Review (Medical Research 
Council, 1997) and The Mant Report (Mant, 1997). Both of these important papers 
again emphasised the need to build research capacity and to increase the amount 
of high quality research within primary care. A number of strategic objectives were 
outlined as to how this might be achieved and these included the active support of 
an evaluative culture; the development and maintenance of an academic workforce; 
multi-disciplinary and multi-professional research training opportunities; the 
recruitment, development and retention of R&D leaders in primary care; the 
involvement of non-clinical disciplines and the achievement of an evidence based 
culture in primary care.
Clarke Review
Most recently, the Clarke Review (Department of Health, 2000b) has continued to 
build on policy relating to primary care R&D in recent years highlighting the need to:
• Ensure that there is a clearer focus on NHS needs and priorities within R&D.
• Improve quality assurance systems for research programmes.
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Encourage the systematic involvement of wider health communities and 
consumers in NHS R&D.
Develop research capacity in terms of research training and career 
prospects.
Organise the provision of R&D in terms of research units, programmes and 
projects.
Provide R&D funding to total health communities rather than single health 
service providers.
Clear paths for developing research capacity both long and short term should 
be part of all research portfolios.
Priorities and Needs Funding
A consultation paper on the proposed new arrangements for Priorities and Needs 
Funding (Department of Health, 2000a) followed the Clarke Review (Department of 
Health, 2000b). These new proposals emphasised the need to develop and build on 
the existing knowledge base in order that the NHS may work within a quality 
framework, where evidence based practice is key. In a system where over 90% of 
health care contacts take place in primary care, the need for research to be 
undertaken within this setting is now widely recognised and vital to the success of 
the new proposals (Department of Health, 1996; Mant, 1997). The consultation 
paper emphasised the need for standards and monitoring in delivering knowledge 
for health and recognises the need for high quality research to be undertaken within 
specific health contexts, referring directly to the proposed arrangements for 
research governance (Department of Health, 2001a). This area of funding will be 
explored in greater depth in section 2.5 below.
Research Governance
This is further reflected in a consultation document outlining proposals for a 
framework for research governance (Department of Health, 2001a). Just as the 
Department of Health has developed a framework for clinical governance, which
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sets out standards and systems for assuring the quality of clinical work within the 
NHS (Department of Health, 1998a), so research governance aims to provide a 
framework to promote improvements in research quality:
“As with clinical governance and “best value” in social care, research 
governance involves shifting the level of quality provided by the majority 
closer to the performance of those at the leading edge. The framework 
provides a context for the encouragement of creative and innovative research 
and for the effective transfer of learning, technology and best practice to 
improve care.”
The framework also aims to prevent poor performance, adverse incidents and 
research fraud and to ensure that lessons are learned and shared when poor 
practice is identified:
“Achievement of these aims...will promote good practice, enhance the ethical 
and scientific quality of research and safeguard the public.” (Department of 
Health, 1998a), page 3, para 1.5 and 1.6)
2.5 Impact of national policy on research provision and funding
Following the lead of the RCGP in 1994, several regions funded ‘research general 
practices’, and more practices have been funded nationally through the Culyer 
awards (Research and Development Task Force, 1994). Alongside this there was a 
major development of primary care research networks, culminating in the 
establishment of the National Federation of Primary Care Research Networks 
(Pickering & Smith, 1999). Hence one can begin to see the development of a sound 
infrastructure and culture of research within primary care, which has been espoused 
by all concerned over recent years. However, there was still much to be achieved to 
ensure greater research capacity, together with research of a high and sustainable 
quality.
This was reflected within the proposals for NHS R&D funding, with the consultation 
paper on Priorities and Needs Funding setting out plans for funding within the
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context of a quality framework (Department of Health, 2000a). The paper outlined 
future collaboration and partnerships, as well as programmes of research. It also 
recognised the need to address NHS priority areas, of which primary care was 
identified as one, in order to build the evidence base on which high quality clinical 
care could be provided. The document outlined a number of guiding principles to 
achieve these ends which reflected the overarching need to strengthen the 
knowledge base on which UK health care is based. It was acknowledged that NHS 
Priorities and Needs Funding would build up and support research and development 
in primary care in order to deliver knowledge for health and ultimately improve 
patient care.
“There has already been progress in building up R&D in primary care. The 
Department will develop further approaches to help secure and build R&D 
capacity in this setting” (Department of Health, 2000a) p11 para 4.7)
The proposals for NHS Priorities and Needs Funding (Department of Health, 2000a) 
have emphasised the quality framework within which any such endeavour should 
operate. In discussing standards and monitoring in relation to all NHS R&D, the 
document refers to characteristics of work funded as follows:
• Independent review of proposals and outputs;
• Dialogue between decision-makers, other users and researchers to refine 
questions and methodologies, and ensure relevant outputs;
• High standards of research governance;
• Clear objectives, performance standards and milestones for delivery;
• Robust R&D management;
• Performance management and review;
• Annual reporting;
• National reporting of work in progress, and publication in peer reviewed 
journals on completion;
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• Accessible outputs;
• Resources and mechanisms for managing intellectual property.
(Department of Health, 2000a) p15
These standards are closely related to the criteria and indicators for Primary Care 
Research Team Assessment (Carter et al., 2002). The areas covered by the 
assessment scheme would ensure that those wishing to demonstrate high quality 
primary care research within a general practice setting would be enabled through 
successful completion of PCRTA.
The development of the pilot assessment scheme and its subsequent evaluation 
highlighted a number of key issues. For example, that no national system for the 
assessment of primary care research within general practice currently exists and, 
given the context of recent policy documents, the need to ensure the continuing 
development of individual research practices, as well as the growth of research 
capacity within primary care on a wider scale.
2.6 The development of research practices and networks
Much has been written on the development of research in general practice and the 
role of primary care research networks and PCTs in this and it is not proposed to 
duplicate this work ( Evans, Exworthy, Peckham, & Robinson, 1997; Department of 
Health, 2004a). However some key issues will be explored including the role of 
academic institutions, the Royal College of General Practitioners, research practices 
and the MRC General Practice Research Framework.
Several types of organisation are now more actively involved in UK-based primary 
care research. These include academic Departments of General Practice and 
Primary Care and other university departments engaged in health services research 
or social science, as well as the RCGP Research Group. Along with the research 
potential of primary care groups and the growth in primary care research networks, 
Kernick et al. identified research practices as key to development and to sustaining 
the changes outlined above (Kernick et al., 1999). The first dedicated research 
practice was appointed by the RCGP in 1994 and provided limited financial support
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to cover infrastructure costs. Since this time the scheme has been evaluated 
(Sibbald & Dowell, 1998) and there have been similar developments through 
regional research and development offices (Gray, 2000), nationally through the first 
round of Culyer awards (Research and Development Task Force, 1994) and also 
through primary care research networks ( Wright & Smith, 1999; Griffith, Wild, 
Harvey, & Fenton, 2000; Thomas et al., 2000).
The development of research practices allows individual primary care teams to 
become more involved in research at a variety of levels. They may be involved in 
community based pharmaceutical trials or be working in collaboration with local 
university departments or with acute or community hospitals. The largest number of 
research practices are those appointed by the Medical Research Council (MRC) 
which has now over 1000 General Practice Research Framework (GPRF) practices 
across the UK (Vickers, Hand, & Hand, 1999).
The last twenty years has seen the further enhancement of the Medical Research 
Council GPRF in the UK ( Vickers et al., 1999; Carter et al., 2000; Thomas, Griffiths, 
Kai, & O'Dwyer, 2001). More recently, ‘networks’ have developed rapidly across the 
country in order to accompany the changes in funding and research infrastructure 
outlined above. The creation and funding of primary care research networks has 
been supported by Regional R&D Directorates or their equivalent across the UK 
(Carter, 1997; NHS Executive North Thames, 1998). They are diverse in their aims, 
governance, size and organisational structure (Evans et al., 1997; NHS Executive 
North Thames, 1998; Pickering et al., 1999; Vickers et al., 1999; Griffith et al., 2000; 
Carter, Shaw, & Sibbald, 2000). However they generally reflect the proposals for 
networking arrangements set out in the Mant Report, which indicates a need to 
strengthen and develop the research base of primary care (Mant, 1997). In the past 
five years, primary care research networks have come to be seen as a key route to 
achieving this end.
Primary care research networks have been characterised as either ‘top down’ or 
‘bottom up’ according to whether their primary purpose is to meet commissioners’ or 
members’ needs respectively (Hungin, 1995; Hungin, Kendrick, Moore, & 
Thompson, 1999). There is no doubt that, whatever their approach, the emergence 
and success of networks in recent years has provided an important infrastructure for
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primary care research. Networks have made a great deal of progress in relation to 
research methods training and have begun to contribute important information to the 
primary care knowledge base (Nutting, 1996). However, the growth and facilitatory 
role of networks in relation to primary care mean that they have had an important 
role to play in relation to the development, support and assessment of research 
practices (Evans et al., 1997).
2.7 Establishment and evaluation of rPCTs
Between May and September 2002, information on Research Management and 
Governance (RM&G) plans was provided for 247 (79%) Primary Care Trusts (PCTs) 
in England (Department of Health, 2002b). Of these 11 indicated that they did not 
intend to develop in partnership with any other PCTs, with a further 41 not in any 
partnership arrangements at the time and unsure of future plans. It was felt that 
organisational plans to develop RM&G in isolation from other PCOs may pose 
particular challenges. Pilot sites felt that it is important to be big enough to have a bit 
of muscle when it came to developing a centre for research. This process has been 
evaluated and described elsewhere (Shaw et al., 2004).
A number of themes emerged from the Shaw et al’s data including an exploration of 
the motivational aspects for leading on RM&G; the impact of historical relationships 
and boundaries on the development of organisational models and strategic 
alliances; the structures and systems needed to implement RM&G plans and the 
factors facilitating this.
All sites in Shaw’s study were selected by the expert reference group from the DoH. 
Sites identified common motivating factors for taking on RM&G, including a desire to 
develop partnership arrangements and share both workload and resources to best 
effect; to raise the profile of the PCT; and to address recruitment and retention 
issues through developing research opportunities. The potential for gaining 
additional resources, increasing the quality and management of research and 
improving service delivery were important motivating factors.
The sites specified the enthusiasm and commitment of individuals as the prime 
driver for developing RM&G. This was particularly in relation to R&D Leads, but
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included PCT Chief Executives and research enthusiasts in the PCO. Leadership 
and influencing skills; the ability to coordinate activities and teams across 
departmental and organisational boundaries and strategic management skills were 
seen as essential attributes for R&D Leads. However, there was concern regarding 
over-reliance on such individuals and their ability to inspire the people around them.
The pilot RM&G sites adopted a range of organisational models and structures for 
developing and implementing research governance. These were built around 
existing and planned alliances with PCOs and other organisations at the time of 
evaluation. Key alliances are detailed in Table 2.1 which highlights RM&G partners 
and the number of other PCOs involved in arrangements.
Table  2.1: RM&G arrangem ents in p ilot sites
Pilot PCO 
RM&G
Total no. of PCOs in 
RM&G and pop. 
covered
(to nearest 5000)
Location of 
RM&G
(at the time of evaluation)
Planned
expansion
(at the time of evaluation)
Trust A 4 (500,000) Research practice of R&D Lead
to cover 15 PCOs across 
county
Trust B 4 (500.000) NHS Trust RG Unit discussion with 7 other PCOs in the SHA area
Truste
1 (125,000
NHS Trust R&D Consortium discussion with PCOs across county
Trust D 7 (930,000) tPCO discussion with 2 PCOs outside SHA
Trust E 4 (540,000) Consortium at MH Trust possible but not yet fully explored
Trust F 4 (980,000) PCO possibly across SB of the city
Trust G 9 (1,360,000) NHS Trust R&D Office discussion with other PCOs in the area
Trust H 8(1,500,000) PCO not planned
There did not appear to be any link between organisational models adopted for 
RM&G and the motivational aspects outlined above. Sites attempted to identify the 
critical mass of research activity and relevant expertise required for development. In 
the first instance, small partnerships tended to form which were dependent on 
historical relationships and geographical boundaries. Longer-term plans included 
expansion with suggestions including coverage across a Strategic Health Authority 
(organisations with a performance management role, covering between 5 and 15 
PCOs).
Conversely, some pilot sites also expressed concern about larger RM&G groupings 
being spread too thinly with potential for expertise and capacity to be diluted and
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long-term sustainability affected. Involvement with other partners allowed relatively 
scarce research skills and resources to be shared. Partnerships included those with 
a very specific focus on research governance and others with a broader remit (for 
example: developing research strategies and collaborative programmes of 
research). This varied according to local circumstances.
Table 2.1 demonstrates that acute trusts played a major role in developing RM&G in 
some of the pilot sites, with offices physically located with an acute trust. This 
reflected previous working relationships and existing expertise in managing 
research. In some cases, research expertise concentrated in the local Research and 
Development Support Unit (RDSU) provided a focus for the development of 
research governance systems.
In most cases effective links with academic units were already established in 
relation to research activity, education and professional development. These, in 
conjunction with RDSUs and primary care research networks (PCRNs), provided a 
means for developing scientific review of research proposals, providing expert input 
to R&D Committees, developing strategy, identifying partners to lead and 
collaborate with in conducting research and facilitating research capacity building 
through access to skills and training.
All pilot sites saw themselves as providing functions other than governance and 
planned to co-locate this with research capacity building. All of the sites specified 
strong links with a PORN, which provide research support across the geographical 
area covered by these RM&G pilot sites.
Establishing systems required negotiation both within and between PCOs on the 
model to be adopted, the best use of resources and the allocation of responsibilities. 
The four phases identified as being essential to this process are summarised in 
Figure 2.2 and focus on stock-taking; engaging key staff within the lead 
organisation and in partner organisations; developing systems and launching and 
disseminating the system.
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Figure 2.2: Process for Developing RM&G Arrangements
STOCK-TAKING
Mapping R&D 
activity & expertise
Identifying
appropriate
resources
Identifying key 
relationships /and 
stakeholders
DEVELOPING
SYSTEMS
RM&G Roles (staff and 
connmittees)
Processes for 
notification / approval of 
research and monitoring
Identifying synergies and 
opportunities for 
development
Agreements with 
partners
ENGAGING THE  
PCT
Identifying PCT 
motivations for 
R&D
Ensuring input 
from senior 
management
Developing 
research strategy 
in line with the 
needs of relevant 
organisations
\ 7
LAUNCHING AND DISSEMINATING THE SYSTEM 
Ensuring RG responsibilities are continually communicated 
Use of existing systems to facilitate dissemination
Support of senior management was key to ensuring that research was a valued and 
integral part of the organisation. This included the Chief Executive and the rest of 
the Board and Professional Executive Committee in developing a research culture 
within the organisation and linking at a strategic level with commissioning and 
service development. Other internal directorates had a role to play in mainstreaming 
research, including the wider governance teams (for example, evidence-based 
decision-making in clinical governance), the public health team, and staff involved in 
teaching and learning. In addition, systems development was facilitated through 
internal PCO departments such as finance and human resources (for example, to 
process honorary contracts for non-NHS researchers).
One of the factors which facilitated involvement of partner PCOs was the level of 
engagement with the wider R&D agenda. Support for governance arrangements 
was generated by placing research governance within a wider system of support for
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and facilitation of R&D (for example, help in developing protocols) where 
participation was seen as beneficial, rather than an administrative or bureaucratic 
chore.
In terms of geography, resources, research activity and experience, some PCOs 
had historical relationships which did not provide the most appropriate RM&G 
groupings. Sites therefore negotiated new relationships crossing traditional 
geographical and organisational boundaries. This was facilitated by the 
establishment of equal partnership arrangements and meaningful involvement from 
the outset, as well as clear definition of roles and responsibilities. It is worth noting 
that in most cases research governance arrangements seemed to evolve mostly 
around a nucleus provided by existing relationships before spreading across less 
familiar boundaries.
Shaw also demonstrated that effective use of existing systems and expertise 
(existing R&D infrastructure -  for example PCRNs, research practices and 
organisations with a strong teaching infrastructure - and a critical mass of research 
expertise through collaboration with universities) facilitated development of systems, 
allowing sites to build on the expertise of other, often more mature, organisations 
(Shaw et al., 2004).
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2.8 Summary
General practice is at the heart of health care delivery within the UK. GPs, being, 
for the most part, independent contractors, act like small businessmen and women. 
Their partnerships have unique organisational structures and cultures and it is clear 
that there is a very limited understanding of how research activity (or any activity for 
that matter) develops in these organisations. Work has been undertaken looking at 
why GPs become involved in other professional activities outside service delivery 
and on the benefits that this can bring. Given this background, there is merit in 
exploring why GPs become involved in research activity and identifying the stages 
that this innovation goes through starting from when the GP initially has the idea of 
participating in research through to the implementation of a research project, in 
many ways this process is allied to two major areas of research activity: 
organisational lifecycle research and innovation research. The following two 
chapters will explore these areas.
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Chapter Three Organisational lifecycles and journeys
3.1 Introduction
There were two main aspects to the literature review for this thesis: a systematic 
review of the literature on diffusion, spread and sustainability of innovations, and a 
review of the literature of organisational lifecycles. The latter, whilst fairly 
comprehensive, was not systematic; however, it does provide an in-depth overview 
of lifecycles research and forms the basis for the theoretical framework for stages 
two and three of this research. The systematic review of the literature on 
innovations provides the base for the analysis of data from the case studies and the 
final stage which seeks to understand why GPs choose not to become involved in 
research activity. This is presented in Chapter Four and, because of the diverse 
range of sources, is somewhat detailed and, in places, contradictory. The 
management electronic databases. Psych Info and EBSCO were used to identify the 
main sources for the lifecycles research review. The following search terms were 
applied:
Organisational lifecycles 
Organisational development 
Organisational crises 
Innovation 
Innovation journey
The contribution of these sources to the literature review is shown in Figure 3.1. 
Because formal search techniques (e.g. entering index terms or key words in 
electronic databases) drew a poor yield, ‘snowball’ methods were relied on 
(pursuing references of references and using citation tracking software), and advice 
was sought on sources from experts in various fields. The search strategy was 
designed to focus primarily on research studies in the service sector, and the health 
care sector in particular. The original inclusion criteria were that studies should 
have (a) been undertaken in the health service sector; (b) addressed lifecycle 
development; (c) looked specifically at the organisational aspects of this 
development. But, again, as the review unfolded, two things became clear: first, that
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evidence meeting ail these criteria was sparse in many areas and second, that 
critical insights were to be gained from beyond the parameters that were set. 
Therefore the inclusion criteria were modified judiciously to include a wider range of 
literature. In particular, both overview articles and ‘landmark’ empirical studies from 
outside the healthcare sector were included if they had important methodological or 
theoretical lessons for the research question.
Figure 3.1: Summary of sources contributing to the lifecycles review
Hand search Electronic search Library search
20 books
60 papers
20 journals 2 databases
Citation tracking
750 titles/abstracts
References of 
references
30 sources In the final literature review
75 full text papers and 
book chapters reviewed
3.2 The concept of organisational life cycle
In the original thoughts about how research develops, a decision was made to 
explore the organisational lifecycle literature because it was felt to be a fruitful 
source for models. In particular there was interest in how organisations went 
through an initial entrepreneurial period, were forced to systematise and 
bureaucratise and then coped with the inflexibility that this promoted by becoming 
project based organisations. There seemed to be a certain simplicity in this lifecycle 
which could be used to explain how practices developed and embedded their 
research activities in the mainstream service delivery. The S-shaped curve of 
organisational development is taught to many business studies undergraduates, and
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seemed to be a good starting point. As described later in this thesis (especially 
Chapter Four), the lifecycle model was subsequently seen as important but not 
sufficient to explain the development of research general practices.
A number of organisational theorists have (to some extent independently of one 
another) proposed ‘staged’ models of organisational development. McGuire, 
building on the work of Rostow in economics, formulated a model that saw 
companies moving through five stages of development (Rostow, 1960; McGuire,
1963):
Stage one: traditional small company 
Stage two: planning for growth
Stage three: take off or departure from existing conditions 
Stage four: drive to professional management
Stage five: production marked by diffusion of objectives and an interest in the 
welfare of society.
In another paper, Steinmetz suggested that to survive, small businesses must move 
through four stages of growth (Steinmetz, 1969). He envisioned each stage ending 
with a critical phase that must be dealt with before the company could enter the next 
stage. His stages and phases are as follows:
• Direct supervision. The simplest stage, at the end of which the owner must 
become a manager by learning to delegate to others.
• Supervised supervision. To move on, the manager must devote attention to 
growth and expansion, manage increased overhead and complex finances, 
and learn to become an administrator.
• Indirect control. To grow and survive the company must learn to delegate 
tasks to key managers and to deal with diminishing absolute rate of return 
and overstaffing at the middle levels.
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• Divisional organisation. At this stage the company has ‘arrived’ and has the 
resources and organisational structure that will enable it to remain viable.
Christensen and Scott focused on development of organisational complexity in a 
business as it evolves in its product-market relationships (Christenson & Scott,
1964). They formulated three stages that a company moves through as it grows in 
overall size, number of products and market coverage:
• One-unit management with no specialised organisational parts
• One-unit management with functional parts such as marketing and finance
• Multiple operating units, such as divisions, that act in their own behalf in the 
marketplace
These early (and somewhat basic) models of organisational life cycles have been 
taken up, empirically tested, and extended by a number of researchers including 
Lievegoed, Greiner, Kimberly, and Van de Ven (Lievegoed, 1973; Kimberly & Miles, 
1987; Greiner, 1998; Van de Ven et al., 1999).
3.2 Lievegoed’s phases and crises or organisational 
development
On the basis of observations of organisations (these have not been supported, 
however, by any published empirical studies) in a range of manufacturing and 
service sector industries, Lievegoed proposed a more detailed three phase process 
for organisational development (Lievegoed, 1973). He suggested that at any 
particular stage of development, the organisation’s management style, internal 
structure and processes will follow a pattern, which will change as the organisation 
develops. The move from one stage to another is a natural but difficult process. As 
the organization develops, its current approach no longer copes effectively with the 
changing demands made upon it. The mismatch forces the organisation eventually 
to change its approach, and thus move into the next phase of development. The 
main phases of development are:
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• Phase 1: The Pioneering Phase
• Phase 2: The Scientific Management Phase
• Phase 3: The Integration Phase
Lievegoed argues that much management thinking is geared to Phase 2 
development and its superiority over Phase 1. Effort for improvement is often 
concentrated on an attempt to be more systematic, more controlled, and more 
logical in approach. In this light, many of the characteristics of Phase 3 appear 
impractical and academic. They rely on an organization's ability to develop trust and 
confidence though its members, and on the individual's ability to grasp and apply 
concepts of behaviour and development.
Nevertheless, Phase 3 would appear to offer a prospective solution to many 
problems afflicting many large organizations, which are struggling with the crisis of 
the second phase of development. The most important thing to bear in mind when 
looking at organizations is that no phase of development is a 'best' structure; the 
issue is which approach is most appropriate for the organisation’s prevailing needs. 
Each phase will be described in more depth.
Phase 1 -  The Pioneering Phase: An organization is normally created by one or 
two people with an idea. They identify a need for which they feel they can supply a 
solution (for example a new product or a service). From this, sometimes vague, 
origin, an organization emerges. At its outset all revolves around the individual or 
individuals with the original idea (the pioneer) who supplies the technical and 
practical expertise necessary to put the idea into effect.
As the idea takes hold, the pioneer needs to bring others into the organization, to 
share the load, initially on the production and clerical sides. New entrants to the 
organization are often given only a general picture of their duties, to a large extent 
each individual creates his or her own job within an informal and flexible structure. 
At its height, the following characteristics typify an organization in the pioneering 
phase:
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Leadership from the top: all decisions are taken by the pioneer, who has the 
overall picture of the organization. Leadership is autocratic (employees are 
expected to do what they are told) but the leader is respected and followed 
as the expert on every aspect of the business. As a result everyone in the 
organization knows what is expected of them.
Clear organization goals: the organization is geared directly to the needs of 
its customers. Being normally of small size, it can change quickly and easily 
to cope with changes in demand. It is easy for employees to see what the 
organization is trying to do.
Informal organization: there are no formal or rigidly defined lines of 
accountability and communications. Most information is passed verbally; little 
paperwork is used. Everyone in the organization knows, and comes 
frequently in contact with, work colleagues.
Dynamic and informal operation: few procedures or methods are 
standardised, nor are standards rigidly defined. Forward planning is minimal. 
Products are tailor-made and the work process is moulded to suit customer 
needs.
Crises of Phase 1: the duration of the pioneer phase in a particular organization is 
extremely variable, and is often closely geared to the personality of the pioneer. As 
this style of organization depends on the pioneer's ability to 'oversee' the detailed 
operation, the phase may end with the retirement or departure of the pioneer. The 
successor, in the person normally of a son or daughter (or another family member) 
lacks the original pioneer's depth of knowledge of the organization and technical 
expertise, and therefore has to adopt a different style. In other cases, different 
problems gradually develop, typically those forced by a recession, which may 
require the pioneer to modify style, if he or she is able. Typical events which may 
cause a pioneering phase organization to move into the next stage of development 
are:
• Growth in size: increasing numbers of employees, size of market and the 
means of meeting demand cause the informality of pioneering management
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to become inadequate. The top manager can no longer directly control the 
detailed running of the organization.
• Specialist techniques: the increasingly complex nature of the business 
demands the application of more 'professional' techniques if control is to be 
kept. (Planning, cost control, work study.) This necessitates a more defined 
structure of management to avoid confusion between specialists and line 
management.
• Succession to pioneer: as already indicated, the successor to the pioneer 
may not be sufficiently versed in the organization to take as strong a role as 
leader.
• Lack of capital: when the pioneer can no longer supply the necessary capital 
funds for growth, outsiders may be called upon to provide the necessary 
resources, and in turn will require a say in how the business is run. The 
pioneer is no longer free to operate as he or she personally likes.
• Better planning needed: the informality and flexibility of day-to-day planning 
can no longer guarantee to support the increased resources of the 
organization. Planning of all aspects of the operation - production, marketing, 
investment, for instance - needs to be more systematic and longer term.
• Professional management: experienced managers are introduced from 
outside the organization, who are not prepared to function within the 
paternalistic, autocratic style of pioneering management.
Where an organization can be identified as predominantly in Phase 1 of 
development, the adequacy of this situation can be judged by considering whether 
any problems exist in (a) communications, (b) job performance, or (c) co-ordination 
and planning.
In summary, the pioneer runs his or her business much like a family. Loyalty is 
rewarded, and strict paternalistic discipline imposed. For this approach to be 
successful, the pioneer needs to have a complete and detailed picture of every 
aspect of the operation, and subordinates must be willing to accept dependency and 
autocratic leadership. (The latter requirement sometimes leads to the selection of
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managers who find difficulty in coping when the organization moves into the next 
development phase).
Phase 2 -  The Scientific Management Phase: Towards the end of the first phase 
of its development, the pioneering phase, an organization will encounter a variety of 
problems. These are mainly due to the increasing failure of the informal, 
unsystematic, procedures it has developed to cope with the increasing complexity 
and size of the business. To overcome these problems, new systems and 
procedures are introduced, and the organization moves into the second phase of 
development, known as the 'scientific management' phase. The principles of 
scientific management fall into four categories:
Mechanisation: the activities involved in mechanisation are self-evident. The small- 
batch, hand-worked process gives way to mechanised mass production. This is 
necessitated by higher production requirements, the need to minimise production 
costs, and the requirement for a standardised product (as opposed to the tailor- 
made product of Phase 1). Within the organization, this move highlights the 
importance of engineering and maintenance skills, coupled with mechanical fault 
finding, while reducing the emphasis on original trade skills (for example small and 
large bakeries) - this shift is not always fully appreciated by management, and 
training in hand skills may continue regardless for some time. Phase 2 is 
characterised by:
• Standardisation. In Phase 2 of development, there is a strong move to 
ensure that the informal variety of previous planning and activity is replaced 
by carefully controlled consistency. Quality standards are laid down, and 
individuals appointed to carry out inspection functions. Job methods and 
procedures are standardised, to ensure that any job is always performed in 
the same (best) way, regardless of the individual doing it. To achieve this 
standardisation, as well as co-ordination, more rigid control systems are 
needed, which gives rise to much greater emphasis on planning in all areas.
• Specialisation. In Phase 1, jobs are not formally defined -  most managers, in 
a fairly casual manner, cover a variety of activities, in many cases 
overlapping with each other. This leads eventually to problems of duplication
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of effort, and 'buck-passing'. In contrast, people and functions within the 
organization are now expected to concentrate on a more limited, and clearly 
defined range of activity. Specialisms are introduced in a variety of ways. 
Vertical specialism: different levels of management are introduced. Top 
management defines policy, middle management plans how the policy is to 
be achieved, and first line management/supervision carries out the plans. 
Functional specialism: different individuals specialise in specific functions (for 
example production, sales, accounting, engineering). Within some functions, 
for example production and sales, further departmental divisions are made. 
Work flow specialism: a distinction is also made between planning, carrying 
out, and controlling work. Separate departments now concern themselves 
with planning (production planning, design office) and with control (quality 
control, costing department), leaving only the actual carrying out of the work 
to the line managers. Technical specialism: a variety of professional 
techniques is introduced into all aspects of the company, and individuals or 
departments are recruited to specialise in these (for example work study, 
computer services, personnel and training).
Co-ordination: the advent of specialisation has the effect of breaking up the 
easy communications and team-work of Phase 1. As a result, the 
organization's structure now has to be more carefully defined, to ensure that 
co-ordination of effort is maintained. The following 'rules' are normally 
applied:
Span of control: each manager has a defined area of operation, and a limited 
number of subordinates under direct control.
'One-boss' principle: each individual is clearly accountable to one manager in 
the hierarchy. An organizational tree can be drawn showing lines of 
accountability.
Staff/line relationship: the various specialists are said to have an advisory 
role to line management. Authority remains with line managers.
Financial incentives: the labour force is encouraged to work by the 
application of incentive schemes giving extra pay for extra effort. This
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replaces the incentive in Phase 1 provided by direct contact with the pioneer 
and overall commitment to the goals of the organization.
Formal communications: there is an upsurge in paperwork systems designed 
to keep employees informed of plans affecting them, and to inform 
management of activity against defined standards.
In contrast to Phase 1, the scientific management phase relies heavily on 
systematic planning, controls and standards. The initial informality, flexibility and 
personal touch of Phase 1 is unavoidably lost, in order to allow the organization to 
cope with a more complex situation: typically wider markets, higher production, 
more investments, and costly assets.
Crises of Phase 2: Despite its inherent disadvantages, the scientific management 
orientated organization may continue to cope effectively for a long period. Many 
very large companies in Great Britain today may be seen to conform very closely to 
the characteristics of this phase. However, if the organization continues to develop, 
a point is reached when a number of problems arise:
• Inflexibility and inertia: it becomes increasingly difficult for the organization to 
adapt and change to meet changes in its environment. As resistance to new 
ideas grows, the organization gradually ceases to progress. It is then in 
danger of failing to meet outside needs, in terms of markets, products, or 
manpower.
• Loss of co-ordination: the formal communication system fails to help 
individuals within the organization to appreciate the full picture. Commitment 
to the organization is replaced by a concentration on the immediate 
performance of the section and department. This in turn leads to inter­
departmental squabbles and lack of co-operation.
• Lack of communications: the policy-makers at the top of the organization lose 
touch with the practical problems affecting executive management. This can 
cause unrealistic policies to exert an increasing strain on organizational 
resources. In turn, lower managers feel unable to make decisions because 
of their lack of overall data, and therefore tend to pass decisions upwards.
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• Breakdown of staff/line system: the distinction between specialist and line 
manager becomes increasingly uncertain; 'advice' and 'instruction' are 
blurred.
• Lack of motivation: the individual within the organization begins to lose 
commitment to it. From the narrow limits of his or her position, the employee 
can no longer see where he or she and the organization is going. The 
individual feels like 'a cog in a big machine', that his or her work is pointless, 
and that colleagues are working to different ends, without proper 
understanding of his or her problems. This attitude causes serious labour 
relations difficulties at shop floor level, as employees express their general 
frustration in demands for increased financial rewards: it also affects all levels 
of the organization, and can lead to the loss of key management personnel.
In general towards the end of the scientific phase productivity goes down, and 
management may try expensive solutions without effect. These problems will often 
indicate the need for the organization to enter the third phase of development, the 
Integration Phase.
Phase 3 -  The Integration Phase: Lievegoed argues that the vast majority of 
organizations in the United Kingdom are currently in the first two phases of 
development -  the pioneering and scientific management phases. This has made it 
possible to compile considerable data on the characteristics of those phases, both 
when it is healthy for the organization (that is suitable for its needs at that time) or 
sick (that is no longer adequate and causing problems). Comparatively few 
organizations have surmounted the second set of crises, and entered the third 
phase. It is not therefore possible to describe in such detail all the characteristics of 
Phase 3, nor to identify the nature of the crisis that might logically be expected to 
follow it. Nevertheless, it is possible to describe some of the activities and 
characteristics associated with this phase:
• Principles of integration: the overall aim of the integration phase is to 
establish some of the flexibility, informality, and teamwork of the pioneering 
phase, while maintaining the systematic approach to planning and controlling 
initiated in the scientific management phase. This involves a different
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philosophy from that of the scientific management phase. In that phase, 
management worked to the basic principle that human beings worked directly 
for financial reward, and were inherently unreliable. The role of management 
was therefore to apply rigid controls to ensure that employees functioned as 
required, and to support action to prevent any obstacles to performance.
• Care for the individual. Phase 3 management aims to create a situation in 
which individuals can satisfy their fundamental needs as human beings (for 
example the need to be part of a group and the need to be recognised as 
having status) while contributing effectively to the goals of the organization. 
In this situation, the role of management is to assist rather than control, to 
guide rather than lead; responsibility is shared more evenly throughout the 
organization. The basic principle in this case is that human beings are 
fundamentally responsible and responsive, provided that a situation is 
created for them which gives opportunity for this view to develop.
Lievegoed detailed a series of practical steps, which he said were necessary to 
reach Phase 3:
• Senior management philosophy: senior managers have to understand the 
motivations of human beings, and possess the skill to apply such concepts to 
organizational goals.
• Team building: the organizational structure must lose some of its hierarchical 
rigidity, and be replaced by a series of groups. Initially, the top level policy 
makers must become an effective and cohesive group. They must achieve a 
level of understanding which enables them to function effectively together, 
and be able to formulate organizational objectives and policy in realistic and 
achievable terms. Subsequently, similar team effectiveness must be 
developed throughout the organization, in interlocking groups. Each 
manager and his or her subordinates form a group; each subordinate in turn 
forms a group with his or her subordinates. Each group carries its own 
responsibility for its actions, within the overall objectives defined by the 
organization and communication is achieved through the 'overlap' of groups.
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• Management by exception: communication up or down the groups is not 
normally necessary routinely. Positive action is initiated only where 
something out of the ordinary occurs.
• Output process: better relations between departments sequencing the 
product or service are encouraged, possibly by creating groups containing 
workers from several departments. Staff are given more responsibility for 
setting and maintaining standards, and for creating change and innovation.
• Ending payment by results: the integration phase creates a climate which 
relies on inducements other than financial for encouraging individuals to 
contribute. Incentive schemes tend to disappear, as do some of the 
differentiations between white and blue collar staff, weekly and monthly paid 
personnel.
Lievegoed does not articulate any crises associated with Phase 3 and postulates 
that this is a ‘pure’ form of organisational structure. The major problem with this 
work is that there is very little empirical evidence to support these phases and the 
transition between the three. The model is also very deterministic (i.e. organisations 
are assumed to develop in this linear fashion and there is no room for deviation from 
this path) and, this again, is not supported by any evidence. Indeed the model does 
not really have any face validity. It is however neat and symmetrical and is probably 
a triumph of Lievegoed’s hope over reality.
3.4 Greiner’s phases of corporate evoiution
Larry Greiner proposed a lifecycle model of corporate evolution in which business 
organisations move through five phases of growth as they make the transition from 
small to large (in sales and employees) and from young to mature (Greiner, 1998). 
Each phase is distinguished by an evolution from the prior phase and then by a 
revolution or crisis, which precipitates a jump into the next phase. Each 
evolutionary phase is characterised by a particular managerial style and each 
revolutionary period by a dominant management problem by the company. He 
identifies five growth stages, which he describes as creativity, direction, delegation.
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co-ordination and evolution. Each of these stages is followed by a period of crisis, 
as outlined below.
Crisis of leadership: when the firm moves from Stage 1 where growth comes 
through entrepreneurial creativity to Stage 2 where growth results from more 
strategic leadership, more sophisticated knowledge is required to operate larger 
production runs and manage an increasing workforce. Capital needs to be secured 
to underpin further growth and financial controls are required. The firm has to hire 
additional executive resource, and to restructure to meet these challenges.
Crisis of autonomy: the control mechanisms implemented to overcome the first 
crisis become less appropriate as the physical size of the firm increases. Line 
employees and line managers become frustrated with the bureaucracy attendant 
upon a centralised hierarchy. Line staff are more familiar with markets and 
machinery than executives, and become torn between following procedures and 
taking initiative. It becomes necessary there for the firm to delegate to allow 
sufficient discretion in operating decision-making, and the passage from Stage 2 
(direction) to Stage 3 (delegation) is marked by a crisis of autonomy.
Crisis of control: top executives perceive a loss of control resulting from excessive 
discretion resting with lower and middle managers. There is little co-ordination 
across divisions, plants or functions. Top management needs to regain control 
through special co-ordination techniques, and Stage 4 (co-ordination) is entered.
Crisis of red tape: by the time Stage 4 has been reached, the firm is likely to have 
lost much of its entrepreneurial drive. There are probably a set of procedures for 
doing things and the 'watchdog' approach adopted by senior management, together 
with the proliferation of systems and programmes, leads to a crisis of confidence 
and red tape. Line managers object to excessive direction and senior managers 
view line managers as uncooperative and disruptive. Both groups are unhappy with 
the cumbersome paper system that has evolved to meet the challenges of the 
previous period. The firm has become too large and complex to be managed 
through an extensive framework of formal procedures and controls. Movement to 
Stage 5 requires a shift to interpersonal collaboration.
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Crisis of ???: in the fifth stage, according to Greiner, the organisation attempts to 
overcome the excessive bureaucracy of Stage 4 by getting people to work together 
through a sense of mission or purpose. However, the model suggests that, as in 
earlier phases, a new crisis emerges as the business evolve, though Greiner can 
find no consistent empirical evidence that points to the nature of the crisis into which 
Stage 5 degenerates as it shifts into Stage 6. However, he hypothesises that this 
crisis will revolve around the 'psychological saturation' of employees that will occur 
as a logical result of the information age. Consequently organisations will evolve 
with dual structure of 'habit' and 'reflection', allowing employees to move, 
periodically, between the periods of rest - or some alternative format whereby 'spent' 
staff can refuel their energies. It could be, though, that this is the stage in which 
organisations revolt and begin to behave as they did when they were small.
3.5 Summary and critique of life cycie research
If we include Lievegoed’s and Greiner’s models, at least ten different models of 
organisational life cycles have been proposed, each of which emphasises different 
factors to explain the changing characteristics of organisations over time. These 
models are summarised in Table 3.1 below.
54
i l l
HI
i f i
(D  CQ O« O 
O  ^
V)
I Î I
I I I
l i
9L
o
O CO CO ^  05
I!
IIlitPI
CD
3
(D
3
if
CQ (Q
l i
3 2.
7} S
Q  X3 W CÏ-.
I§
? ” I
3 6 
c  £ ^
= ;  Q ) Q .
3 (D
CD 
3
§
T3
CO Tl 
C  03 
• S  CD
II s i
CD O
§ s 
g I
o' s.ÎÎ
03
O CO
g g
3o o
3  3
i f
I t
I s
p(13 o  
3
5 - 1
| S
II
3 $
■n COif
° §■ 
Q3_ O
CO■a
CD
§•
I
o
3
CO o 
CD 2
i.E
3
CO a CO 
2
03
C
o
3
O
3oc
CO
Q.
i‘
0  
3  
03
!
Q.
1
g
Q
<  03 
CD CO 
5  CD
8 9-0 
o
Ji
CD
03
3
Q.
CO
O
TJ O  O  CO O CD CD o - ^  —
Q.
CD 
3
2
?  n  m
3 -  3  
O  03
A 3
03 03 
3  3
"O 
• 03
3
ps
D"
I I
i f
Q m 2
II
03
CO
=r. o  CO
8 “
I I
03
3
3
g
O
§
CD to
I I
St
Q. (Q
O  O  m  ^
I *III
03 '<  ü
S  < n ' ^
S 2
I I
I f g  
s i '
c  
2
§
§ 5’ “
<  CQ
o_
Q .
m cn
3 O3 3 (Q
03 q N CD
c CD CD P
o 3
3
O 3 -
3 CU P
.< —
P o
n 3 3
3 a
o
•<
CO
■a 3 m03 cn
m CD3 O
■’ 3 -CDO
o
3
T3 I
P CD
5 '
CQ
3
Q3_
O m
i f
52. oI!
il
C  3
I I
II
3 "
-o'
CO o
II
CD CO
c 3
II!
X  03
i â
^  CD 
03
?
I
0
CD
1
3
CO
t i l
3 -  03 Q.
Ml
III
P I
CO
I I I
I  a
03
m
CD
3
X3
3 "
03
CO
§
CL
111
03
CO Q)
3
CL
8
3■a
ii
lii
m m  “
= 3  03
III
" " = 6  S '
I
03
i l l
CL = - 0  
CD 3  
03 CQ
CO
CO
CD 
2 , 1 
2 È
if
CO r-
03 O 
3  3  
CO CQ 
CD 3 -
2 . 2
i . «
CO CO 
CO - O
g §
l l oo
m
CT.o
3  
8
i v  o '  CD n  
3  
C
2
CD 3 ^
III
"iff
i f
o'
3
m
3
CL
I
I
O
m
o
3m
!
Q .
O
8
CL
C
m co­
co' o
52.
CD
3
m
3
Q .
i.
3
§m
3
8
CO "n CO
II?
CD m 3
l § ' “
a o
73 >  o  D  m  
CD p .  o  CD ÔT3 Eg
i t— o
3
I I
li
H
fi)
O "
0
C J
>
3
0
( 2
3
E?.
O
3
0
O
* <
O
0
3
o
CL
0
W
' w '
c
3
3
0 )
2 ,
w '
0
Q .
0
3
Q .
0
d
0
" U
0
2 .
O
3
3
c
3"
3
CO
O
0
3
0
O
3
CO
00
Ca>
ï ’-ï
I ^
CD 
C
O
o
csë
s
CQ
CD
2
i .
3 '
CQ
C
T3
CQ
3 "
-n co 
m  o
î l.Q 01
2 i3 =;•
T J  7 ]  C D  c
ili
G -  ^
i g i ’
sîiil
3
c
i '
2-
I:
o
3
3
mzr
3
CQ
CD Grco
3 -
• a '
, 3
Q]
01
CQ
G
O)
O) ( /)
II
c  
o
G  
2 _ 
• <  o
- n  r  1 ]  ^
ill
l i  
2 " ^
CO P  CQ
3- g
1 ‘
G
O  (D
SI01
II
I
. <01
3
Q .
• G
G
Q .I
c r
' <
G
G
g .
ca
II
3  = •
CQ S  
G  ZT.
0  2 
G1
3
É o
scr
G
3
o
Q .
2
G
CQI
"2  G  
G  CO
cS 5 '
01 CQ
il
iiI#
?  
G  
G
I .
G  
3
3
G  
3
m "D
II
îl
G
i l
II
2 § 
2 I
I I
II
2 I
2 o
E2
if
iOT
a: 
= 1
Q .
" G
il
II
o  CQ 
G  01
ü
il
2c2
G  G
3 '
" G
G
2 -
3
II2a
1
2
G
i|II
3 cr 
G  01P
OT O
8
3
3
G
3
G  G
il
iîi
01
il
ilil
G  QJlî
o COpQ .  G
2 9
= Z ( Q  
G  G  
=  2 .
Il
li
2:
2
5 " oII
II
lî
i p
• G
G
2
> m
il
G  
3
P  CQ
3
G
Q .
m co G
il
G
m "nII'
II
G
3
G
Q .
. G  
• G
3 "
G
CJl
5 -m jm g
C  .
3 .P  3 -
= Z  G  - *  G  ÇO
G  ç n . co Ç2 . 5 T  
g  OT G  CO CQ
P  G  §  ‘a g CQ
G
G
• G
I
G
3
Q .
G
2 3 3-
I!
G  <
3  G  
G  S  
G "  G11
G  M
3
G "i
il
a 2 
I s -
G  CQ 
2 
G  
3  
Q .
P
3
■D CD CD
lii
3 " G  " G  
P i  G
î | !  
III 
"I
G  
co 
G
O < z
G  G .  G  
G  Q
G
O
co
Cfla
c
" G
C
• G
P  Q
3  G  ^il,
3  G <.
i. c
^  G3 —
G  
3
îlâl
il
. <
i
3
3
G
Q .
II
as-
c  - o
II"i'
ii
5  a
s S
G
M
73 G73 m
G
G3
g3
G3
en
" G
G3.a e n ' g
Q .
3
G cn
G
G Q . 0Q. 3 - en
cn G w
g '
3
Q .c PCQ
3 2 G
G2:
3
CQ G
G
3
Q .
C Q
I
Ii
o p 
a
II
2 â
2Ê
0T2
il
<2 I
2 G  
2
‘I"  5-G  G  G
3  5  
G  œ  
Ga a
G  G
f
G
3
G
3
CQ
G
CQ
G
Q .
o - ê
C Q G  
G  ~  
3  —
B «
= r .  GSi
C T  3  
G  CQ 
O -,
|g
al
II
il
CO G  
G  G  
en G  
T 3
| |
G  en
3 g
—  G  
G  
3  
Q .
3
8
]] n ^
III
5 '  ^  G
a sLg-r
lî
II
Q .
G
II
CL
V>
G
3  G  
G  3
i &
3
CQ
I l t l
a  o 2 m.-
§1cnIs*
i l l  !li
a . 
cc  cn
G
IQ.
cn
o
i f |
Hi
2 2 ^
P
1 1 1
2  °
1
Peg
2
c•o
2.
CO o  CO G O "Oill
G 3  5 ‘
il
a -
T3
O3
G
3
s S s ig G 2(0
o  a  G
G
i l  
P3(û P
§cS
«  "O
s i
i
8
| iM G
o _o G
i3 a
s: a g
G G
g § -
t s
| s i f
' I. 
8
G
P3CQ
3G
g gG G
H
N' =3 G (n
r-
en
3 a
en
3  çna G= ca 
cg
P  52 o
5 -2 ,
Q -  
G 
O
3GGCL
% 00 
c5‘ §  
3- 2  
3  ^
g a
il
3  °G Pa 3
G v33O.
I
IG3
III
î i . i„  G Q.
CO O
p
o
G o g 
< 3  G
I.
I
0  3  W
G
G1Q.G
a
3 ^ -  G ^  
O
i | l
5  CQ en
cgCfl G C T3 •Q O 
3
3G
CQ
3
T3G
en0  3a
1Ga
.Q
CG
O  CO
o P fiag
o G
i l
II
G
g-,O3
O3GQ.
% ^ 
I IO Cfl
G a
8 -
3■aG
II
i f f
Q.(Q 
Cfl G
5
G
Table 3.1 also illustrates the approach adopted in the 1970s and 1980s to 
organisational development and life-cycles. This approach, however, was criticised 
by a number of academics. Kimberly and Miles have argued that a historical bias in 
the literature on organisational analysis and design has been the tendency to 
generate studies that focus on mature rather than new organisations; and that are 
executed with a cross-sectional rather than a longitudinal perspective (Kimberly et 
al., 1987). As a result, they argue that, we have learned very little about the 
emergence and development of new organisations. In the early 1980s a number of 
writers suggested that the design, development and behaviour of organisations 
could be predicted by means of organisational life-cycle models (Downs, 1967; 
Scott, 1971; Torbert, 1974; Lyden, 1975; Neal, 1978; Lavoie & Culbert, 1978; 
Adizes, 1979; Kimberly, 1979; Miles, 1980; Greiner, 1998;). These authors suggest 
that changes that occur in organisations follow a predictable pattern that can be 
characterised by developmental stages. These stages are (1) sequential in nature, 
(2) occur as a hierarchical progression that is not easily reversed, and (3) involved a 
broad range of organisational activities and structures.
Unfortunately, empirical research has not been forthcoming to validate these various 
models of lifecycle development (Quinn et al., 1983). In other words the models 
may look neat and logical but there is virtually no research base for the claims that 
they make. Instead, writers have considered different types of existing 
organisations (Starbuck, 1968; Filley & Aldag, 1980), or on identifying static 
characteristics or organisations that exist at different stages (Scott, 1971; Kimberly, 
1979). Stinchcombe, Kimberly, Van de Ven and others argue that the early 
development of organisations has profound influence on what they subsequently 
become, yet, little is known about the characteristics of early developmental stages, 
or about the processes by which organisations progress from one stage to another 
(Stinchcombe, 1965; Adizes, 1979; Kimberly, 1979; Van de Ven, 1980).
3.6 Van de Ven’s model: The Innovation Journey
Unlike the models reviewed in the previous section, the more recent Van de Ven 
model is based on extensive empirical research. Van de Ven and his colleagues 
were less interested in organisational development per se than in the journey that 
organisations travel through in adopting an innovation. They are very critical of the
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concept of a lifecycle, which is pre-determined and argue for the concept of an 
organisational journey, which is complex, non-linear, not predictable and influenced 
by many complex factors. They also present evidence to show that this journey is 
not a random process and, therefore, researchers can describe and understand the 
complex forces that are moving the organisation through this journey. They 
conceptualised much organisational development as the adoption and assimilation 
of innovations (of both product and process). In their book. The Innovation 
Journey’, Van de Ven and his team describe the findings of a massive programme 
of organisational research known as the Minnesota Innovation Research 
Programme (MIRP). It comprised 17 years of longitudinal research devoted to the 
question, “How and why do organisational innovations develop over time from 
concept to implementation?’’ (Van de Ven et al., 1999). The studies looked at 14 
innovations including projects on the development of multihospital systems, 
cochlear implants, therapeutic apheresis programmes, and government strategic 
planning programmes.
The evidence collected in the MIRP suggests that organizations undertake an 
‘innovation journey’ each time they invent, develop, and implement new products, 
programmes, services, or administrative arrangements. The events that unfold in 
this journey from initiation to implementation or termination can vary greatly in 
number, duration, and complexity. The process is characterised as inherently 
uncertain and dynamic.
In setting out the background to MIRP, the authors claim that management and 
organizational scholars studying organisational-level innovation take one of two 
approaches. The first approach views the process as progressing through a series 
of developmental stages or phases such as invention -> developments testing 
commercialisation. These stages are believed to follow each other in a predictable 
manner, and activities within stages are expected to settle down to an orderly, 
stable, or cyclical equilibrium. Progress along the journey can be judged by the 
stage in which the innovation team is. Stability is achieved through a process of trial 
and error learning (March & Olsen, 1975; Cohen & Sproull, 1991) and sense making 
(Weick, 1979; Brunsson, 1982; Brunsson, 1985; Weick, 1993). According to the 
model, people learn by trial and error; they do more of what leads to positive 
outcomes and less of what produces negative outcomes.
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Van de Ven et al. have criticised life-cycle and other staged models as linear and 
deterministic (Van de Ven et al., 1999). They argue that most innovation journeys 
are more complex and uncertain than the staged model assumes. Starting 
conditions for an innovation may be uncertain, and events in the development of the 
innovation may not settle down to a stable or quasi equilibrium. Complex systems 
theory tells us that all “living systems”, including innovative ventures, exist at a far- 
from-equilibrium state (Dooley, 1997). As a result, attempts to explain and manage 
the innovation journey with a theory that assumes quasi-stable stages of equilibrium 
may fail. Van de Ven argues that the MIRP found no evidence to support the stage- 
wise model of innovation development and no support for a linear cyclical model of 
adaptive trial-and-error learning.
Van de Ven’s team proposed an ‘organic’ model of organisational innovation, with 
an initiation phase characterised by the creative generation of ideas, followed by 
‘shocks’ (triggers that propel the organisation into action), and resource plans to 
ensure that the innovation can be developed. There follows a development phase, 
in which real efforts are made to transform the idea into something concrete, 
punctuated by pivotal ‘setbacks’ and ‘surprises’, and finally a consolidation phase in 
which the innovation becomes part of business as usual. A key feature of this 
model is the movement back and forth between phases as a complex innovation 
unfolds within an organisation. Ideas may go through an initial consideration period 
before being shelved for months or years. Shocks may make particular innovations 
redundant -  or especially urgent. Restructuring may be needed, and require new 
resource plans. Micropolitical tensions and forces within the organisation can be 
critical.
In other words, the process of innovation in a developing organisation is hard to 
describe and is probably more complicated than many of the writers in the 1980s 
assumed or claimed it was. Indeed the indeterminate nature of the innovation 
process has led many to adopt a second approach that view innovation as a random 
process (Cohen, March, & Olsen, 1972; Tushman & Anderson, 1986; Hannan & 
Freeman, 1989). This is based on two assumptions. First, the sources of the 
innovation are external to the system being examined. As a result, each innovative 
event represents an independent and equally likely draw from an underlying
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probability distribution of possible actions. The second assumption is that so many 
unobservable and/or unidentifiable endogenous factors may affect innovation 
development that is impossible to isolate what causes what, leaving statistical and 
actuarial description the only reliable recourse.
The problem with both of these assumptions is that each leads to an ad hoc 
explanation of the innovation process that tends to mask important dynamics or 
assign unwarranted special significance to key exogenous events, particularly when 
this occurs after the event (Cottrell, 1993). Furthermore, the randomness 
assumption provides little intelligence for undertaking the innovation journey. 
Indeed the seemingly random process of innovation development may in fact not be 
random; it may be the result of a nonlinear dynamic system, in which many events 
and influences are impinging on the innovation at the same time. Innovation 
researchers have tended to focus on static or cyclical models of behaviour and treat 
other seemingly random patterns as random Gaussian, Poisson, or other forms of 
‘error’ distribution that undermine their experiments (Tuma & Hannan, 1984; 
Abraham, Abraham, & Shaw, 1990).
Innovations are not adopted in a linear fashion. The way in which these dynamics 
may be observed has important implications for understanding the adoption 
processes of innovations. Events which happen during adoption which, if they 
support a nonlinear journey, may ask a number of questions about commonly held 
innovation beliefs and the ability to understand its processes:
1. Is innovation predictable, staged and orderly or does it occur in a random
sequence of chance or ‘blind’ events?
2. If we discover that innovation adoption is unpredictable does this imply an
underlying mechanism of randomness or is it because there are ‘many 
variables’ affecting adoption?
3. Do innovation development processes converge to a common outcome
somewhat regardless of their initial condition or where the organisation 
started from?
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If research evidence suggest that adoption of innovations reflect a nonlinear 
dynamic system this will force us to question almost all of what we thought we knew 
about managing innovation. The predictable, staged, linear processes (following a 
lifecycle model) helped planning and support for the adoption of the innovation (for 
example at the take-up stage, we need to raise awareness; at the growth stage, we 
need to educate and skill-up workers). Nonlinear dynamics tells us that the 
innovation journey is neither stable and predictable nor stochastic and random. This 
is because unpredictable behaviour does not imply randomness and that adoption 
of an innovation may be extremely sensitive to different initial conditions (path 
dependence), and that managing adoption may be much more complex than simple 
cybernetic mechanisms imply.
Empirical work on the innovation process
Schroeder, Van de Ven, Scudder and Polley (Schroeder, Van de Ven, Scudder & 
Polley, 1986; Schroeder, Van de Ven, Scudder & Polley, 1989) and Angle and Van 
de Ven (Angle & Van de Ven, 1989) examined the process of development among 
the fourteen different technical and administrative innovations included in the MIRP 
studies. By comparing longitudinal case histories on the development of these 
innovations, they found that none of the innovations developed in a simple linear 
sequence or stages or phases of activities over time. Instead, a much messier and 
more complex progression of events was observed in the development of each 
innovation. However, patterns of commonality were found in these developmental 
progressions. The common elements were empirically derived and pertain to the 
initiation, development, and implementation periods of the innovations. Although 
every process characteristic was not observed in every innovation case, and 
although cases varied in the degrees to which process occurred, overwhelming 
support was evident for these process patterns in the majority of cases. The 
innovation journey takes place in three stages: initiation, development, and 
implementation/termination. Van de Ven’s clearly describes this journey (and 
provides a graphical representation -  see Figure 3.2, p65). Each of the three 
stages will be now be described.
6 2
The initiation period
1. Innovations are not initiated on the spur of the moment, by a single 
dramatic incident, or by a single entrepreneur. In most cases, there was an 
extended gestation period lasting several years in which seemingly 
coincidental events occurred that preceded and set the stage for the 
initiation of innovations.
2. Concentrated efforts to initiate innovations are triggered by ‘shocks’ from 
sources internal or external to the organisation.
3. Plans are developed and submitted to resource controllers to obtain the 
resources needed to launch innovation development. In most cases, the 
plans served more as ‘sales vehicles’ than as realistic scenarios of 
innovation development.
The development period
4. When developmental activities begin, the initial innovative idea soon 
proliferates into numerous ideas and activities that proceed in divergent, 
parallel, and convergent paths of development.
5. Setbacks and mistakes are frequently encountered because plans go awry 
or unanticipated environmental events significantly alter the ground 
assumptions of the innovation. As setbacks occur, resource and schedule 
adjustments are made and provide a ‘grace’ period for adapting the 
innovation. But with time, unattended problems often ‘snowball’ into vicious 
cycles.
6. To compound the problems, criteria of success and failure often change, 
differ between resource controllers and innovation managers, and diverge 
over time, often triggering power struggles between insiders and outsiders.
7. Innovation personnel participate in highly fluid ways. They tend to be 
involved on a part-time basis, have high turnover rates, and experience 
euphoria in the beginning, frustration and pain in the middle period, and 
closure at the end of the innovation journey. These changing human
63
emotions represent some of the ‘gut-wrenching’ experiences for innovation 
participants and managers.
8. Investors and top managers are frequently involved throughout the
development process and perform contrasting roles that serve as checks 
and balances on one another. In no cases were significant innovation 
development problems solved without the intervention by top managers or 
investors.
9. Innovation development entails developing relationships with other
organisations. These relationships lock innovation units into specific 
courses of action that often result in unintended consequences.
10. Innovation participants are often involved with competitors, trade
associations, and government agencies to create an industry or community 
infrastructure to support the development and implementation of their 
innovations.
The implementation/termination period
11. Innovation adoption and implementation occurs throughout the 
developmental period by linking and integrating the ‘new’ with the ‘old’ or by 
reinventing the innovation to fit the local situation.
12. Innovations stop when implemented or when resources run out. Investors 
or top managers make attributions about innovation success or failure. 
These attributions are often misdirected but significantly influence the fate 
of innovations and the careers of innovation participants.
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Figure 3.2: Key components of the innovation journey - adapted from Van de Ven et al. (1999)
5. Setbacks
12. Termination
6. Criteria 
Shift
4. Proliferation
11. Adoption
3. Plans
1 Gestation 2. Shock 7. Fluid participation of 
organisational personnel
8. Investors/top 
management
9. Relationships 
with others
10. Infrastructure 
development
Figure 3.2 provides an illustration of how these common process characteristics fit 
together into an emerging process model of innovation. It was initially developed by 
Schroeder et al (Schroeder et al., 1986) and subsequently extended by Angle and 
Van de Ven (Angle et al., 1989). Imagine ongoing operations of an organisation 
proceeding in the general direction of point A. An innovation is launched that 
proceeds in the new direction of B. The overall innovation process is partitioned in 
three temporal periods: (1) an initiation period, in which activities and events occur 
that set the stage for launching efforts to develop an innovation; (2) a developmental 
period, in which concentrated efforts are undertaken to transform the innovative idea 
into a concrete reality; and (3) an implementation or termination period, in which the 
innovation is adopted and institutionalised as an ongoing programme, product or 
business or is terminated and abandoned.
3.7 Summary
Much has been written by management scholars about lifecycles and the stages of 
organisational development. The traditional approach of what might be termed an ‘n 
step model' of development (of which there at least ten variants) has been shown
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through empirical research to be inaccurate and lacking explanatory power in the 
real world. In many cases, it is ‘nice theory’ but ‘poor practice’ with very little 
empirical evidence being available to support them claims made by academics. 
Van de Ven’s extensive empirical work in the MIRP studies supports a different 
theory of an ‘innovation journey’ facilitated by ‘triggers’ (shocks) and delayed by 
‘setbacks’. It is this theoretical framework that will be used in this thesis to test and 
analyse the ‘journey’ that practices embark upon as they develop their interests in 
research.
6 6
Chapter Four The diffusion, spread and sustainability of 
organisational innovations in the service sector
4.1 Introduction
This chapter describes the findings from a systematic literature review on the 
diffusion of service innovations. This literature forms the second part of the 
theoretical background to this thesis. In 2003, the UK Department of Health funded 
a systematic review on ‘Diffusion, spread and sustainability of innovations' in health 
service delivery and organisation’, with a view to informing the modernisation 
agenda for UK health services (Department of Health, 2001c). This work was used 
as an opportunity to develop the methodological base for the synthesis of evidence 
across multiple disciplinary fields. The main findings about diffusion of innovations 
are reported elsewhere (Greenhaigh et al., 2004a), and the full report is available as 
a book (Greenhaigh et al., 2005).
Innovation in service delivery and organisation is defined as a novel set of 
behaviours, routines and ways of working, which are directed at improving health 
outcomes, administrative efficiency, cost-effective ness, or the user experience, and 
which are implemented by means of planned and coordinated action. There is a 
difference between diffusion (passive spread), dissemination (active and planned 
efforts to persuade target groups to adopt an innovation), implementation (active 
and planned efforts to mainstream an innovation within an organisation), and 
sustainability (the point at which an innovation is routinized until it reaches 
obsolescence).
The contribution of sources to the literature review for this thesis is shown in Figure 
4.1. The search strategy was designed to focus primarily on research studies in the 
service sector, and the health care sector in particular. The original inclusion criteria 
were that studies should have (a) been undertaken in the health service sector; (b) 
addressed innovation in service delivery and organisation; (c) looked specifically at 
the diffusion, dissemination, implementation and/or routinization of these 
innovations; and (d) met stringent criteria for methodological quality. But as the
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review unfolded, two things became clear: first, that evidence meeting all these 
criteria was sparse in many areas and second, that critical insights were to be 
gained from beyond the parameters that had been set. The inclusion criteria were 
modified judiciously to include a wider range of literature. In particular, it included 
both overview articles and ‘landmark’ empirical studies from outside the healthcare 
sector if they had important methodological or theoretical lessons for the research 
question.
Figure 4.1: Summary of sources contributing to the innovation systematic 
review
Hand search Electronic search Library search
105 books32 journals
166 papers
15 databases
Citation
tracking
6000 titles/abstracts
References 
of references
485 sources in final report
213 empirical 
studies
282 non- 
empirical
1024 full text papers and 
book chapters appraised
6 8
Phases o f the systematic review
Appraisal phase: primary studies in each tradition were judged by quality criteria 
set by experts within that tradition. Reassuringly, studies with comparable design 
tended to be judged similarly whatever the research tradition (for example, a survey 
of organisational attributes in the management literature would be judged by similar 
criteria and standards as a survey of consumer views in psychology -  namely, 
appropriateness of sampling frame, validity of questionnaire items, completeness of 
response, and so on). Furthermore, whilst all traditions whose methodological 
toolkit included (say) the survey classified this as a high quality method, those 
traditions whose toolkit did not include the survey were dismissive of any work 
based on this method, regardless of the research question being considered.
Synthesis phase: Having unravelled and summarised each of the meta-narratives, 
and extracted data from the primary studies, seven key dimensions of the diffusion 
of innovations in organisations were taken (innovations, adopters and adoption, 
communication and influence, the inner [organisational] context, the outer 
[environmental] context, the dissemination process, and the implementation 
process) and distilled for each of these the relevant messages from each of the 13 
traditions. The review process was thus somewhat laborious, since each piece of 
evidence had to be double-handled -  first for constructing the meta-narrative within 
its own tradition and again for contributing to the ‘rich picture’ of one of the seven 
dimensions of diffusion of innovations. But the double handling served a crucial 
purpose, since each piece of evidence was first interpreted within its own paradigm 
before being added to other evidence generated in a different paradigm. Conflicting 
findings could thus be turned into higher-order data and explored in terms of 
contestation between incommensurable paradigms.
For example, empirical research within EBM has shown that opinion leaders have 
little impact on the adoption of innovations (Thomson O'Brien, Oxman, Davis, 
Haynes, & Freemantle, 2003), but research from organisational sociology has 
produced the opposite conclusion -  that in any particular social or professional 
group, opinion leaders often have profound and far-reaching impact (Locock, 
Dopson, Chambers, & Gabbay, 2001). By nesting each primary study within its 
paradigm, it is possible to systematically explore these differences in terms of how
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‘opinion leadership’ had been differently conceptualised and explored. In this 
example, a key explanatory variable was the degree of agency of the opinion leader. 
It can be concluded that (on the one hand) individuals identified by experimenters as 
opinion leaders cannot be injected into a complex social situation and reliably 
manipulated to influence a predefined outcome, but that (on the other hand) certain 
people have considerable social influence on their peers, and this influence can 
sometimes be the making or breaking of a complex intervention programme.
4.2 Diffusion of innovations and research traditions
Thirteen research traditions have, largely independently of one another, provided 
evidence relevant to the diffusion of innovations in health service organisations 
(Table 4.1). Four of these traditions can be classified as ‘early diffusion research’:
Rural sociology, in which Everett Rogers first developed the concept of diffusion of 
innovations (Rogers, 1995). Diffusion was seen as the spread of ideas between 
individuals, largely by imitation. Interventions aimed at spreading innovation 
harnessed the interpersonal influence of opinion leaders and change agents, and 
research mapped the social networks and adoption decisions of targeted 
individuals.
Medical sociology, in which similar concepts and theoretical explanations were 
applied to the clinical behaviour of doctors (most notably, the classic study by 
Coleman et al. on the spread of prescribing of newly introduced antibiotics 
(Coleman, Katz, & Menzel, 1966)). Early studies in medical sociology set the 
foundations for network analysis -  the systematic study of ‘who knows whom’ and 
‘who copies whom’, and led to the finding that well-networked individuals are 
generally better educated, have higher social status, and are earlier adopters of 
innovations (Burt, 1973).
Communication studies, in which innovations were conceptualised as new 
information (often ‘news’) and spread was seen as the transmission of this 
information by either mass media or interpersonal communication. Research 
measured the speed and direction of transmission of the message and studied the 
impact of altering key variables such as the style of message, the communication
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channel (spoken, written, etc.), and the nature of exposure (Rogers & Kincaid, 
1981).
Marketing, in which innovations were conceptualised as products or services, and 
the adoption decision was seen as a rational (quasi-economic) analysis of costs and 
benefits. Research measured the success of efforts to increase the perceived 
benefits or reduce the perceived costs of an innovation in the eyes of potential 
adopters. An important stream of research in this tradition centred on developing 
mathematical models to predict adoption behaviour (Bass, 1969).
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These early traditions produced some robust empirical findings on the attributes of 
innovations, the characteristics and behaviour of adopters, and the nature and 
extent of interpersonal and mass media influence on adoption decisions. But the 
work had a number of theoretical limitations, notably the erroneous assumptions 
that (a) the only relevant unit of analysis is the individual innovation and/or the 
individual adopter; (b) an innovation is necessarily better than what has gone before 
and adoption is more worthy of study than non-adoption or rejection; (c) patterns of 
adoption reflect fixed personality traits (“early adopter”, “laggard”); and (d) the 
findings of diffusion research are invariably transferable to new contexts and 
settings. Research traditions that emerged as developments (and sometimes as 
breakaways) from such conceptual models, include:
• Development studies, in which research into the spread of innovations was 
explicitly broadened to include an exploration of the political, technological 
and ideological context of the innovation and any dissemination programme, 
and the different meaning and social value that particular innovations hold in 
different societies. Diffusion of innovations was reframed as centrally to do 
with the appropriateness of particular technologies and ideas for particular 
situations at particular stages in development. Two important contributions 
from this tradition have been (a) that an innovation may hold a very different 
meaning for the agency that introduces it to that held by the intended 
adopters; and (b) that ‘innovation-system fit' (related to the interaction 
between the innovation and its potential context) is generally a more valid 
and useful construct than ‘innovation attributes’ (often assumed to be fixed 
properties of the innovation in any context) (Bourdenave, 1976).
• Health promotion, in which innovations were defined as good ideas for 
healthy behaviours and lifestyles, and the spread of such innovations was 
expressed as the reach and uptake of health promotion programmes in 
defined target groups. Health promotion research traditionally used social 
marketing (developed from marketing theory) as its theoretical basis, but 
more recently, a more radical ‘developmental’ agenda has emerged in health 
promotion, with parallels to development studies, in which a one-way 
transmission of advice from the change agency to the target group has been
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replaced with various models of partnership and community development 
(Potvin, Haddad, & Frohlich, 2001).
• Evidence based medicine, in which innovations were defined as health 
technologies and practices supported by sound research evidence. The 
spread of innovation was until recently seen as a linear and technical process 
at the level of the individual -  and hence couched inf terms of clinicians’ 
behaviour change in line with evidence-based guidelines (Granados et al., 
1997). These researchers subsequently (and perhaps somewhat belatedly) 
recognised that the implementation of most clinical guidelines requires 
changes in systems, and hence organisational as well as individual change 
(Grimshaw et al., 2004). A more recent conceptual development has been 
the notion that the evidence base for particular technologies and practices is 
often ambiguous and contested, and must be continually interpreted and 
reframed in the light of local context and priorities -  a process that often 
involves power struggles between different professional groups (Ferlie, 
Gabbay, Fitzgerald, Locock, & Dopson, 2001).
In the organisation and management literature, there were several distinct traditions 
that were relevant to the review, notably:
• Studies of the structural determinants of organisational innovativeness, in 
which innovation was seen as a product or process likely to make an 
organisation more profitable. Organisational innovativeness was seen as 
primarily influenced by structural determinants, especially size, functional 
differentiation (an internal division of labour), slack resources, and 
specialization (the organisation has a clear ‘niche’ in which it offers expertise 
and specialist resources). In this tradition, research centred on collecting 
formal, quantitative data about organisations, usually by sending 
questionnaires to the chief executive. Such studies were among the few in 
the review to have been amenable to formal meta-analysis (Damanpour, 
1991; Damanpour, 1992; Damanpour, 1996).
• Studies of organisational process, context and culture, in which the focus of 
research was the process of adoption, assimilation, and routinization of an
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innovation, in this tradition, an organisation’s innovativeness was explored in 
terms of ‘softer’, non-structural aspects of its make-up -  especially the 
prevailing culture and climate, notably in relation to leadership style, power 
balances, social relations, and attitudes to risk-taking. This tradition used 
mainly qualitative (often ethnographic) methods, and centred on people and 
their relationships and behaviour. This stream of research has many overlaps 
with the mainstream change management literature, though there is also a 
distinct sub-tradition on innovation (Kanter, 1988; Van de Ven et al., 1999).
Inter-organisational studies, in which an organisation’s innovativeness was 
explored in relation to the influence of other organisations -  in particular by 
inter-organisational communication, collaboration, competition, and norm- 
setting. This tradition applied social network theory (the notion that people 
are ‘networked’ to friends and colleagues and that these networks form 
channels of communication and influence (Granovetter & Soong, 1983)) to 
the level of the organisation, and explored inter-organisational ‘fads and 
fashions’ as a mechanism for the spread of ideas between organisations ( 
Abrahamson, 1991; Abrahamson & Fairchild, 1999).
Knowledge-based approaches to innovation in organisations, in which both 
innovation and diffusion were radically re-couched in terms of the 
construction and distribution of knowledge (Nonaka & Takeuchi, 1995). A 
critical new concept was introduced: the absorptive capacity of the 
organisation for new knowledge. Absorptive capacity is a complex construct 
incorporating the organisation’s existing knowledge base, ‘learning 
organisation’ values and goals (that is, those that are explicitly directed 
towards capturing, sharing, and creating new knowledge), technological 
infrastructure, leadership and enablement of knowledge sharing, and 
effective boundary-spanning roles with other organisations (Zahra & George,
2002).
Narrative organisational studies, in which one key dimension of 
organisational innovativeness -  the generation of ideas -  was couched in 
terms of the creative imagination of individuals in the organisation. An 
innovative organisation, according to this tradition, is one in which new
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stories can be told and which have the capacity to capture and circulate 
these stories (Czarniawska, 1998; Gabriel, 2000). This research tradition 
emphasises the rule-bound nature of large professional bureaucracies and 
celebrates stories for their inherent subversiveness. Because key 
constructions in stories are surprise, tension, dissent, and ‘twists in the plot’, 
and because characters can be imbued with positive virtues such as honesty, 
courage, or determination, stories can effectively embody ‘permission to 
break the rules’ (Buckler & Zein, 1996). In the narrative tradition, the 
diffusion of innovations within organisations is about constructing and 
bringing into action a shared story with a new ending. Hence, interventions 
to support innovation are directed towards supporting ‘communities of 
practice’ with a positive story to tell.
• Complexity studies, derived from general systems theory, in which innovation 
is viewed as the emergent continuity and transformation of patterns of 
interaction, understood as ongoing, complex responsive processes of human 
relating in local situations. Diffusion of innovations is seen as a highly organic 
and adaptive process by which the organisation adapts to the innovation and 
the innovation is adapted to the organisation (Fonseca, 2001). As Figure 4.2 
shows, this organic, adaptive process is not easily -  and perhaps not at all -  
controllable by external change agencies (PIsek, 2003).
Note: One further relevant tradition within the organisation and management 
literature is organisational psychology, in which innovativeness is seen as critically 
dependent on good leadership, sound decision-making, and effective human 
resource management (especially motivation, training and support of staff).
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Figure 4.2: Different conceptual and theoretical bases for the spread of 
innovation in service organisations
‘Let it 
happen’
‘Help it happen’ ‘Make it 
happen’
Features
Unpredictable, 
unprogrammed, uncertain, 
emergent, adaptive, self- 
organising
Negotiated,
influenced,
enabled
Scientific, orderly, planned, 
regulated, programmed, 
systems ‘properly managed’
Assumed mechanism for spread of innovations
Natural, emergent Social
Metaphor for spread of innovations
Emergence, Knowledge Diffusion
adaptation construction,
sense-making
Negotiation
Technical Managerial
Knowledge Dissemination, Change
transfer cascading management, re­
engineering
Figure 4.2 has been summarised from an idea first put forward by Bate and included 
in the Systematic Review of the Diffusion of Innovations in the Service Sector 
(Greenhaigh et al, 2004). It is a conceptualisation of how an innovation might spread 
and contains a range of possible mechanisms for the process, ranging from: (i) a 
natural emergent approach; (ii) social approaches (via networks and change 
agents); (iii) technical mechanisms (systems and knowledge management); and (iv) 
managerial approaches (top down and planned). The dimension of controllability 
(from ‘make it happen’ to ‘let it happen’, with ‘help it happen’ lying somewhere in 
between) is one key dimension but not the only way of looking at the different 
approaches. It is also possible to look at the metaphors for the spread, which range 
from an emergent adaptation to a change management, re-engineering approach. 
The degree of management ‘interference’ and direction increases from left to right 
across the chart. Given the wide range of mechanisms available by which an 
innovation might spread, this chart should help to add some clarity to a confusing 
area.
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4.3 A unifying model of innovation, spread and sustainability in 
service organisations
Figure 4.3 shows the unifying conceptual model that derived from the synthesis of 
empirical and theoretical findings. The model is intended mainly as an aide 
mémoire for considering the different aspects of a complex situation and their many 
interactions. It also provides the major theoretical framework for the analysis of data 
collected in the case studies presented in this research. It should not be viewed as 
a prescriptive formula. The components of the model are considered below.
The innovation
Different innovations are adopted by individuals, and spread to other individuals, at 
different rates. Some are never adopted at all; others are subsequently abandoned. 
A very extensive empirical literature from sociology (including medical sociology) 
has established a number of attributes of innovations as perceived by prospective 
adopters that explain a high proportion of the variance in adoption rates. As well as 
Rogers’ authoritative review (Rogers, 1995), the conclusions below are based on a 
number of more recent empirical studies of service innovations in the healthcare 
field:
Relative advantage: Innovations that have a clear, unambiguous advantage in 
terms of either effectiveness or cost-effectiveness will be more easily adopted and 
implemented (strong indirect and moderate direct evidence (Marshall, 1990; Rogers, 
1995; Dirksen, Ament, & Go, 1996; Meyer, Johnson, & Ethington, 1997). If a 
potential user sees no relative advantage in the innovation he or she does not 
generally consider it further: in other words, relative advantage is a sine qua non for 
adoption (strong direct and moderate indirect evidence (Rogers, 1995)). 
Nevertheless, relative advantage alone does not guarantee widespread adoption 
(strong direct evidence (Fitzgerald, Ferlie, Wood, & Hawkins, 2002; Denis, Hebert, 
Langley, Lozeau, & Trottier, 2002; Grimshaw et al., 2004)). Even so-called 
‘evidence-based’ innovations go through a lengthy period of negotiation amongst 
potential adopters, in which their meaning is discussed, contested and reframed; 
such discourse can increase or decrease the perceived relative advantage of the 
innovation (moderate direct evidence (Ferlie et al., 2001)).
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Compatibility: Innovations that are compatible with the values, norms and 
perceived needs of intended adopters will be more readily adopted (strong direct 
evidence (Rogers, 1995; Aubert & Hamel, 2001; Ferlie et al., 2001; Denis et al., 
2002; Foy et al., 2002)). Compatibility with organisational and/or professional 
norms, values and ways of working is an additional determinant of adoption (strong 
direct evidence (Fennell & Warnecke, 1988; Ferlie et al., 2001; Ferlie et al., 2001; 
Denis et al., 2002)).
Complexity: Innovations that are perceived by key players as simple to use will be 
more easily adopted (strong direct evidence (Meyer & Goes, 1988; Marshall, 1990; 
Grilli & Lomas, 1994; Rogers, 1995; Dirksen et al., 1996; Meyer et al., 1997; Denis 
et al., 2002)). Perceived complexity can be reduced by practical experience and 
demonstration (moderate indirect evidence (PIsek, 2003)). If the innovation can be 
broken down into more manageable parts and adopted on an incremental basis, it 
will be more easily adopted (strong indirect and moderate direct evidence (Rogers, 
1995; PIsek, 2003)). In the organisational setting, if the innovation has few 
response barriers that must be overcome, it will be more easily adopted (strong 
indirect and moderate direct evidence (Rogers, 1995)). Interventions to reduce the 
number and extent of such response barriers improve the chances of successful 
adoption (limited evidence).
Trialabililty: Innovations that can be experimented with by intended users on a 
limited basis will be more easily adopted (strong direct evidence (Grilli et al., 1994; 
Rogers, 1995; Yetton, Sharma, & Southon, 1999; PIsek, 2003)). Such 
experimentation can be encouraged through provision of ‘trialability space’ (strong 
indirect and moderate direct evidence (Rogers, 1995; Ovretveit, 2002; PIsek,
2003)).
Observability: If the benefits of an innovation are visible to intended adopters, it will 
be more easily adopted (strong direct evidence (Meyer et al., 1988; Grilli et al., 
1994; Denis et al., 2002; Ovretveit, 2002)). Initiatives to make the benefits of an 
innovation more visible (e.g. through demonstrations) increase adoption (limited 
evidence).
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Reinvention: If a potential adopter can adapt, refine or otherwise modify the 
innovation to suit his or her own needs, it will be more easily adopted (strong direct 
evidence (Rogers, 1995; Meyer et al., 1997)). Reinvention is especially critical for 
innovations that arise spontaneously as ‘good ideas in practice’ and spread through 
informal, decentralised, horizontal social networks (moderate indirect evidence 
(Rogers, 1995).
These ‘standard attributes’ (which, apart from reinvention, are extensively cited) are 
necessary but not sufficient to explain the adoption and implementation of complex 
innovations in organisations. Additional key attributes are listed below (note: that for 
clarity some have been conflated that were considered separately by researchers):
Risk: If the innovation carries a high degree of uncertainty of outcome which the 
individual perceives as personally risky, it will be less likely to be adopted (strong 
direct evidence (Meyer et al., 1988; Meyer et al., 1997)). The risks and benefits of 
an innovation are not evenly distributed in an organisation; the more the risk-benefit 
balance maps to the power base of the organisation, the greater its chance of 
adoption (moderate direct evidence (Ferlie et al., 2001; Denis et al., 2002)).
Task issues: If the innovation is relevant to the performance of the intended user’s 
work, and if it improves task performance, it will be more easily adopted (moderate 
direct and strong indirect evidence (Yetton et al., 1999)). Interventions to enhance 
task relevance improve the chances of successful adoption (limited evidence). If the 
innovation is feasible, workable and easy to use, it will be more easily adopted 
(strong direct evidence (Meyer et al., 1988; Yetton et al., 1999; Dobbins, Cockerill, & 
Barnsley, 2001; Foy et al., 2002;)). Interventions to improve the feasibility and 
workability of the intervention improve the chances of successful adoption (limited 
evidence).
Nature of the knowledge required to use it: If the knowledge required for the 
innovation’s use can be codified and separated from one context so as to be 
transferred to a different context, it will be more easily adopted (strong indirect and 
moderate direct evidence (Aubert et al., 2001; O'Neill, Pouder, & Buchholtz, 2002; 
Adler, Kwon, & Singer, 2003)).
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Augmentation I support: If a technology is supplied as an ‘augmented product’ 
(e.g. with customisation, training, and a helpdesk), it will be more easily adopted 
(strong indirect and moderate direct evidence (Aubert et al., 2001)).
Greenhaigh et al. give a number of examples of studies that failed to support the 
importance of even the most well-established attributes in certain settings 
(Greenhaigh et al., 2005). This finding illustrates the important principle that the 
attributes are neither stable features of the innovation nor sure determinants of their 
adoption. Rather, it is the interaction between the innovation, the intended 
adopter(s) and a particular context that determines the adoption rate. As Dearing 
has commented;
"Conceptualizing innovations as ‘having’ attributes is a common heuristic that 
peopie employ when they are judging something new. Yet this tendency 
serves to obscure the importance of human perception in the diffusion of 
innovations. What is new to one person may be ‘old’ to another. 
Moreover, the decision to adopt and/or use the innovation Js based on 
individual perceptions of the innovation’s worth relative to other ways of 
accompiishing the same goal. What is easy for one person to use may be 
exceedingiy difficult for another"’ (Dearing & et al., 1994).
The individual adopter
People are not passive recipients of innovations. Rather (and to a greater or lesser 
extent in different individuals), they seek innovations out, experiment with them, 
evaluate them, find (or fail to find) meaning in them, develop feelings (positive or 
negative) about them, challenge them, worry about them, complain about them, 
‘work round’ them, develop know-how about them, modify them to fit particular 
tasks, and try to improve or redesign them -  often through dialogue with other 
users. This diverse list of actions and feelings highlights the complex nature of 
adoption as a process, and contrasts markedly to the widely cited ‘adopter 
categories’ discussed earlier which have been extensively misapplied as 
explanatory variables. There is little empirical support for these stereotypical and
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value-laden ternns, which fail to acknowledge the adopter as an actor who interacts 
purposively and creatively with a complex innovation.
Based on Rogers’ extensive overview of the wider literature on adoption (Rogers, 
1995) plus additional empirical studies of health service innovations, there are nine 
key aspects of adopters and the adoption process in the overall model;
General psychological antecedents: There is an extensive literature from 
cognitive and social psychology on individual traits associated with propensity to try 
out and use innovations (for example, tolerance of ambiguity, intellectual ability, 
motivation, values, and learning style). This evidence has been largely ignored by 
researchers studying the diffusion of innovations.
Context-specific psychological antecedents: An intended adopter who is 
motivated and capable (in terms of values, goals, specific skills and so on) to use a 
particular innovation is more likely to adopt it (strong direct evidence (Yetton et al., 
1999; Ferlie et al., 2001; Gladwin, Dixon, & Wilson, 2002)). If the innovation meets 
an identified need in the intended adopter, they are more likely to adopt it (strong 
indirect evidence (Hall & Herd, 1987; Wejnert, 2002)).
Meaning: The meaning that the innovation holds for the intended adopter has a 
powerful influence on the adoption decision (strong indirect and moderate direct 
evidence (Dearing et al., 1994; Timmons, 2001)). If the meaning attached to the 
innovation by individual adopters is congruent with the meaning attached by top 
management, service users, and other stakeholders, adoption is more likely 
(moderate indirect evidence (Eveland, 1986)). The meaning attached to an 
innovation is generally not fixed but can be negotiated and reframed -  for example, 
through discourse within the organisation or across inter-organisational networks 
(strong direct evidence (Ferlie et al., 2001)). The success of initiatives to support 
such reframing of meaning is variable and not easy to predict (limited evidence).
Nature of the adoption decision: The decision by an individual within an 
organisation to adopt a particular innovation is rarely independent of other 
decisions. It may be contingent (dependent on a decision made by someone else in 
the organisation); collective (the individual has a ‘vote’ but ultimately must follow to
83
the decision of a group); or authoritative (the individual is told whether to adopt or 
not) (Rogers, 1995). Authoritative decisions (e.g. making adoption by individuals 
compulsory) may increase the chance of initial adoption but may reduce the 
sustainability of the innovation (moderate indirect evidence (Rogers, 1995)).
Adoption is a process rather than an event, with different concerns being dominant 
at different stages. The adoption process in individuals is traditionally presented as 
having five stages: awareness, persuasion, decision, implementation, and 
confirmation (Rogers, 1995). The Concerns Based Adoption Model, developed in 
relation to innovation in schools, suggests three key issues, which have been 
included in the model:
Concerns in pre-adoption stage: Important prerequisites for adoption are that the 
intended adopter is aware of the innovation; has sufficient information about what it 
does and how to use it; and is clear how the innovation would affect them personally 
e.g. in terms of costs (strong indirect evidence (Hall et al., 1987)).
Concerns during early use: Successful adoption of an innovation is more likely if 
the intended adopter has continuing access to information about what the innovation 
does, and to sufficient training and support on task issues i.e. about fitting the 
innovation in with daily work (strong indirect evidence (Hall et al., 1987)).
Concerns in established users: Successful adoption of an innovation is more 
likely if adequate feedback is provided to the intended adopter on the consequences 
of the innovation (strong indirect evidence (Hall et al., 1987)), and if the intended 
adopter has sufficient opportunity, autonomy and support to adapt and refine the 
innovation to improve its fitness for purpose (strong indirect evidence (Rogers, 
1995)).
More recent empirical work in healthcare organisations has shown that the 
assimilation of complex innovations in organisations often requires major changes in 
structures, systems and ways of working. Two additional concepts from this 
literature are included in the model:
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Fuzzy boundaries: Complex innovations in service organisations can be 
conceptualised as having a ‘hard core’ (the irreducible elements of the innovation 
itself) and a ‘soft periphery’ (the organisational structures and systems that are 
required for the full implementation of the innovation); the adaptiveness of the ‘soft 
periphery’ is a key determinant of adoption (moderate direct evidence (Denis et al., 
2002)).
The process of adoption in organisations: Whilst one large, high quality study 
(Meyer et al., 1988) demonstrated an organisational parallel to the ‘stages’ of 
individual adoption, comprising ‘knowledge-awareness’, ‘evaluation-choice’, and 
‘adoption-implementation’, the remaining empirical evidence was more consistent 
with an organic and often rather messy model of assimilation in which the 
organisation moved back and forth between initiation, development, and 
implementation, punctuated variously by shocks, setbacks and surprises (strong 
indirect and moderate direct evidence (Van de Ven et al., 1999)).
Diffusion
The influences that promote the spread of innovation can be thought of as lying on a 
continuum between pure diffusion (in which the spread of innovations is unplanned, 
informal, decentralised and largely horizontal or peer-mediated) and active 
dissemination (in which the spread of innovation is planned, formal, often 
centralized and tends to occur more through vertical hierarchies). Whilst mass 
media and other impersonal channels may create awareness of an innovation, 
interpersonal influence through social networks (defined as “the pattern of 
friendship, advice, communication and support which exists among members of a 
social system”(Valente, 1996)) is the dominant mechanism for diffusion. Again 
drawing on Rogers’ overview (Rogers, 1995) plus additional empirical work there 
are a number of key components for the model;
Network structure: Adoption of innovations by individuals is powerfully influenced 
by the structure and quality of their social networks (strong indirect and moderate 
direct evidence (Fennell et al., 1988; Valente, 1996; West, Barron, Dowsett, & 
Newton, 1999)). Different groups have different types of social networks (doctors.
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for example, tend to operate in informal, horizontal networks while nurses more 
often have formal, vertical networks; moderate direct evidence (West et al., 1999)). 
Different social networks have different utilities for different types of influence (e.g. 
horizontal networks are more effective for spreading peer influence and supporting 
the construction and reframing of meaning; vertical networks are more effective for 
cascading codified information and passing on authoritative decisions; moderate 
indirect evidence and limited direct evidence (Rogers, 1995; West et al., 1999)).
Homophily: Adoption of innovations by individuals is more likely if they are 
homophilous -  that is, similar in terms of socioeconomic, educational, professional 
and cultural background -  with current users of the innovation (strong direct 
evidence (Fennell et al., 1988; West et al., 1999)).
Opinion leaders: Certain individuals have particular influence on the beliefs and 
actions of their colleagues (strong direct evidence (Coleman et al., 1966; Becker, 
1970)). Expert opinion leaders influence through their authority and status; peer 
opinion leaders influence by virtue of representativeness and credibility (moderate 
direct evidence (Locock et al., 2001; Fitzgerald et al., 2002)). Opinion leaders can 
have either positive or negative influence (moderate direct evidence (Locock et al., 
2001)). If a project is insufficiently appealing (for example, in terms of clarity of 
goals, organisation, and resources) it will not attract the support of key opinion 
leaders (strong indirect and moderate direct evidence (Rogers, 1995; Locock et al., 
2001)).
Dissemination
Whilst the powerful impact of social influence (such as that of opinion leaders) in 
naturalistic settings (see above) is well established, active attempts to engage such 
individuals in planned change efforts have often had disappointing results. The 
empirical literature can be summarised as follows:
Harnessing opinion leader influence: The impact of interventions in which opinion 
leaders are trained to influence the behaviour of their peers (for example, to 
persuade fellow clinicians to follow a new guideline) is generally positive in direction
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but small in magnitude (Thomson O'Brien et al., 2003). Failure to identify the true 
opinion leaders, and in particular, failure to distinguish between monomorphic 
opinion leaders (only influential for a particular innovation) and polymorphic opinion 
leaders (influential across a wide range of innovations) may limit the success of 
such intervention strategies (strong indirect and moderate direct evidence (Rogers, 
1995; Locock et al., 2001)).
Champions: Adoption of an innovation by individuals in an organisation is more 
likely if the existing key individuals who have good personal relationships within their 
social networks are willing to back the innovation (strong indirect and moderate 
direct evidence (Schon, 1963; Meyer et al., 1988; Markham, 1998; Backer & 
Rogers, 1998)). Key champion roles for organisational innovations include (a) the 
organisational maverick, who provides the innovators with autonomy from the rules, 
procedures and systems of the organisation so they can establish creative solutions 
to existing problems; (b) the transformational leader, who harnesses support from 
other members of the organisation; (c) the organisational buffer, who creates a 
loose monitoring system to ensure that innovators make proper use of 
organisational resources, while still allowing them to act creatively; and (d) the 
network facilitator, who defends develops cross-functional coalitions within the 
organisation (moderate indirect evidence (Shane, 1995)). There is remarkably little 
direct empirical evidence on how to identify, and systematically harness the energy 
of, organisational champions.
Boundary spanners: An organisation is more likely to adopt an innovation if 
individuals can be identified who have significant social ties both within and outside 
the organisation, and who are able and willing to link the organisation to the outside 
world in relation to this particular innovation. Such individuals play a pivotal role in 
capturing the ideas that will become organisational innovations (strong indirect and 
moderate direct evidence (Kimberly & Evanisko, 1981; Rogers, 1995)). 
Organisations that promote and support the development and execution of 
boundary spanning roles are more likely to become aware of, and assimilate, 
innovations quickly (moderate direct evidence (Tushman, 1977; Barnsley, Lemieux- 
Charles, & McKinney, 1998; Ferlie et al., 2001)).
87
Formal dissemination programmes: In situations where a planned dissemination 
programme is used for the innovation (for example, led by an external change 
agency), this will be more effective if programme organisers (a) take full account of 
potential adopters’ needs and perspectives (with particular attention to the balance 
of costs and benefits for them); (b) tailor different strategies to the different 
demographic, structural and cultural features of different subgroups; (c) use a 
message with appropriate style, imagery, metaphors and so on; (d) identify and 
utilise appropriate communication channels; and (e) incorporate rigorous evaluation 
and monitoring against defined goals and milestones (strong indirect evidence 
(Rogers, 1995)).
The diverse literature on communication and influence highlighted an important area 
of contestation in paradigms of diffusion. The vast majority of diffusion research has 
addressed proactively developed innovations (for example, technologies or products 
developed in formal research programmes) for which the main mechanism of 
spread is centrally driven and controlled (what has been defined as dissemination). 
But many innovations in service delivery and organisation occur as ‘good ideas’ at 
the coalface, which spread informally and in a largely uncontrolled way (diffusion).
System antecedents for innovation
Most research into the diffusion of innovations has focussed on simple, product- 
based innovations, for which the unit of adoption is the individual and diffusion 
occurs by simple imitation (Rogers, 1995). It is important not to over-generalize from 
this literature to complex, process-based innovations in service organisations, for 
which the unit of adoption is the team, department or organisation and which almost 
invariably require planned and sustained efforts at implementation. Different 
organisations provide widely differing contexts for innovations, and a number of 
features of organisations (both structural and ‘cultural’) have been shown to 
influence the likelihood that an innovation will be successfully assimilated (that is, 
adopted by all relevant individuals and incorporated into ‘business as usual’).
Structural determinants of innovativeness: There are four meta-analyses that 
included both manufacturing and service organisations (Tornatsky & Klein, 1982; 
Damanpour, 1991; Damanpour, 1992; Damanpour, 1996) and 15 additional
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empirical studies from the service sector (Baldridge & Burnham, 1975; Kimberly et 
al., 1981; Meyer et al., 1988; Champagne, Denis, Pineault, & Contandriopoulos, 
1991; Burns ScWholey, 1993; Dufault, Bielecki, Collins, & Willey, 1995; Patel, 1996; 
Goes & Park, 1997; Anderson & West, 1998; Wilson, Ramamurthy, & Nystrom, 
1999; Castle, 2001; Dopson, Fitzgerald, Ferlie, Gabbay, & Locock, 2002; Fitzgerald 
et al., 2002; Nystrom, Ramamurthy, & Wilson, 2002; Rashman & Flartley, 
2002;Gosling, Westbrook, & Braithwaite, 2003; Newton, Graham, McLoughlin, & 
Moore, 2003)). Their findings are somewhat heterogeneous (though less so than is 
often claimed). They suggest that an organisation will assimilate innovations more 
readily if it is large, mature, functionally differentiated (that is, divided into semi- 
autonomous departments and units), specialised, with foci of professional 
knowledge; if it has slack resources to channel into new projects; and if it has 
decentralised decision-making structures (strong direct evidence). Size is almost 
certainly a proxy for other determinants including slack resources and functional 
differentiation. This is summarised in Table 4.2 below.
These structural determinants are significantly, positively and, consistently 
associated with organisational innovativeness, but together they only account for 
less than 15% of the variation between comparable organisations. Furthermore, the 
relationship between structural determinants and innovativeness is moderated by, 
and/or contingent on, a number of additional factors (for example, the radicalness of 
the innovation, whether it is administrative or technical, and the stage of adoption). 
There is little empirical evidence to support the efficacy of interventions to change 
an organisation’s structure to make it more ‘innovative’, except that establishing 
semi-autonomous multi-disciplinary project teams is independently associated with 
successful implementation (see below).
One important weakness of the literature on structural determinants of 
innovativeness is the implicit assumption that they can be treated as variables 
whose impact can be isolated and independently quantified. For example, the 
empirical studies on organisational size implicitly assume that there is a “size effect” 
that is worth measuring and which is to some extent generalisable. An alternative 
theoretical approach (House, Rousseau, & Thomas-Hunt, 1995), supported by a 
number of recent in-depth qualitative studies (Champagne et al., 1991; Ferlie et al..
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2001), suggests that the determinants of organisational innovativeness interact in a 
complex, unpredictable and non-generalisable way with one another.
Table 4.2: Impact of structural determinants on organisational innovativeness, 
from a meta-analysis of 23 studies in service and manufacturing (Damanpour,
Potential
determinants
Definition Association 
found with 
organisational 
innovativeness
A dm in is tra tive
in tens ity
Ind ica tor o f adm in is tra tive  overhead Positive, s ign ifican t
C entra liza tion Extent to w hich decis ion m aking  au tonom y is 
d ispersed or concentra ted  in an organ isa tion
N egative,
s ign ifican t
C om plex ity ‘S pec ia liza tion ’, ‘functiona l d ifferentia tion" and 
‘p ro fess iona lism ’.
Positive , s ign ifican t
E xterna l
com m un ica tion
D egree o f o rganisation m em bers invo lvem en t and 
partic ipation in extra o rgan isa tiona l p ro fess iona l 
activ ities
Positive , s ign ifican t
Form a liza tion R eflects em phasis on fo llow ing  ru les and procedures 
in conducting o rgan isa tiona l ac tiv ities
No s ign ifican t 
assoc ia tion
Functiona l
d iffe ren tia tion
E xtent to  w hich divided in to d iffe ren t units P ositive , s ign ifican t
Internal
com m un ica tion
E xtent o f com m unica tion  a m ongs t o rgan isa tiona l units P ositive , s ign ifican t
M anageria l 
a ttitude  tow ard  
change
E xtent to w hich m anagers o r m em bers o f the 
dom inan t coa lition are in favou r o f change
P ositive , s ign ifican t
M anageria l
tenure
Length o f serv ice and experience  th a t m anagers  have 
w ith in  an organisation
No s ign ifican t 
assoc ia tion
P ro fess iona lism P rofessiona l know ledge o f o rgan isa tiona l m em bers P ositive , s ign ifican t
S lack  resources R eflects the resources an o rgan isa tion  has beyond 
w ha t it m in im ally requ ires to m ain ta in  ope ra tions
P ositive, s ign ifican t
S pec ia lisa tion N um ber o f specia lties in an o rgan isa tion Positive , s ign ifican t
T echn ica l
capac ity
R eflects an o rgan isa tions techn ica l resources and 
techn ica l potentia l
Positive, s ign ifican t
V ertica l
d iffe ren tia tion
T h e  num ber o f levels in an o rg an isa tion ’s h ie rarchy No s ig n ifica n t 
assoc ia tion
There is consistent empirical evidence for two further non-structural determinants of 
organisational innovativeness:
Absorptive capacity for new knowledge: An organisation that is able 
systematically to identify, capture, interpret, share, reframe, and re-codify new 
knowledge, to link it with its own existing knowledge base, and to put it to 
appropriate use, will be better able to assimilate innovations -  especially those that 
include technologies (strong direct evidence (Barnsley et al., 1998; Ferlie et al..
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2001; Zahra et al., 2002)). Prerequisites for absorptive capacity include the 
organisation’s existing knowledge and skills base (especially its store of tacit, 
uncodifiable knowledge) and pre-existing related technologies; a ‘learning 
organisation’ culture; and proactive leadership directed towards enabling knowledge 
sharing (strong direct evidence (Barnsley et al., 1998; Ferlie et al., 2001; Zahra et 
al., 2002)). The knowledge that underpins the adoption, dissemination and 
implementation of an innovation (such as a complex technology) within an 
organisation is not objective or given. Rather, it is socially constructed, frequently 
contested, and must be continually negotiated between members of the 
organisation or system. Strong, diverse and ‘organic’ (that is, flexible, adaptable and 
locally grown) intra-organisational networks (especially opportunities for 
interprofessional teamwork, and the involvement of clinicians in management 
networks and vice versa) assist this process and facilitate the development of 
shared meanings and values in relation to the innovation (moderate direct evidence 
(Barnsley et al., 1998; Ferlie et al., 2001).
A critical aspect of knowledge utilisation in healthcare organisations is ,the utilisation 
of research evidence on the efficacy of health technologies. Health professionals 
should ensure that they and their staff are aware of new developments (and new 
definitions of what is obsolete) in diagnostic tests, drugs, surgical procedures and so 
on, and modify their practice accordingly. A major overview of high-quality 
qualitative studies on how research evidence is identified, circulated, evaluated and 
used in healthcare organisations (Dopson et al., 2002) confirms those of the 
mainstream knowledge utilisation literature, which suggest that before it can 
contribute to organisational change initiatives, knowledge must be enacted and 
made social, entering into the stock of knowledge constructed and shared by other 
individuals. Knowledge depends for its circulation on interpersonal networks, and 
will only diffuse if these social features are taken into account and barriers 
overcome.
Receptive context for change: This composite construct incorporates a number of 
organisational features that have been independently associated with its ability to 
embrace new ideas and face the prospect of change (Pettigrew & McKee, 1992). 
An organisation with such a receptive context will be better able to assimilate 
innovations. In addition to absorptive capacity for new knowledge (see above), the
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components of receptive context include strong leadership, clear strategic vision, 
good managerial relations, visionary staff in key positions, a climate conducive to 
experimentation and risk-taking, and effective data capture systems (strong indirect 
and moderate direct evidence (Pettigrew et al., 1992; Anderson et al., 1998; 
Barnsley et al., 1998; Van de Ven et al., 1999; Dopson et al., 2002; Nystrom et al., 
2002; Newton et al., 2003; Gosling et al., 2003)). Leadership may be especially 
critical in encouraging organisational members to break out of the convergent 
thinking and routines that are the norm in large, well-established organisations 
(strong indirect evidence (Van de Ven et al., 1999)).
System readiness for innovation
An organisation may be amenable to innovation in general but not ready or willing to 
assimilate a particular innovation. Formal consideration of the innovation allows the 
organisation to move (or perhaps choose not to move) to a specific state of system 
readiness for that innovation. The elements of system readiness are:
Tension for change: If staff perceive that the present situation is intolerable, a 
potential innovation is more likely to be assimilated successfully (moderate direct 
evidence (Gustafson et al., 2003)).
Innovation-system fit: An innovation that fits with the existing values, norms, 
strategies, goals, skill mix, supporting technologies and ways of working of the 
organisation is more likely to be assimilated (strong indirect and moderate direct 
evidence (Rogers, 1995; Gustafson et al., 2003)).
Assessment o f implications: If the implications of the innovation (including its 
knock-on effects) are fully assessed, anticipated, and catered for, the innovation is 
more likely to be assimilated. In particular, job changes should be few and clear, 
appropriate training and support should be given, and relevant documentation and 
augmentation (e.g. helpdesk) provided for technologies (strong indirect and 
moderate direct evidence (Rogers, 1995; Gustafson et al., 2003)).
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Support and advocacy: If supporters of the innovation outnumber, and are more 
strategically placed, than opponents, it is more likely to be assimilated (strong 
indirect and moderate direct evidence (Champagne et al., 1991; Rogers, 1995; 
Gustafson et al., 2003)).
Dedicated time and resources: If the innovation has a ‘budget line’ and if resource 
allocation is (a) adequate and (b) recurrent, it is more likely to be assimilated (strong 
indirect and moderate direct evidence (Rogers, 1995; Gustafson et al., 2003)).
Capacity to evaluate the innovation: If the organisation has tight systems and 
appropriate skills in place to monitor and evaluate the impact of the innovation (both 
anticipated and unanticipated), the latter is more likely to be assimilated and 
sustained (strong indirect and moderate direct evidence (Rogers, 1995; Gustafson 
et al., 2003; PIsek, 2003)).
The row ‘headings’ in Table 4.2 do not, of course, represent a comprehensive list of 
the determinants of organisational innovativeness -  they are simply those on which 
research has been conducted. Conspicuously absent from most empirical work in 
the service sector, for example, is the important issue of internal politics (for 
example, doctor-manager power balances), which was identified as one of several 
critical influences in a single qualitative study (Champagne et al., 1991).
The outer context: inter-organisational networks and collaboration
An organisation’s decision to adopt an innovation, and its efforts to implement and 
sustain it, depend on a number of external influences:
Informal inter-organisational networks: A key influence on an organisation’s 
adoption decision is whether a threshold proportion of comparable (homophilous) 
organisations have done so or plan to do so (strong direct evidence (Robertson & 
Wind, 1983; Fennell et al., 1988; Burns et al., 1993; Westphal, Gulati, & Shortell, 
1997)). A ‘cosmopolitan’ organisation (one that is externally well networked with 
others) will be more amenable to this influence (strong direct evidence (Robertson 
et al., 1983; Fennell et al., 1988; Burns et al., 1993; Westphal et al., 1997)). Inter-
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organisational networks will only promote adoption of an innovation once this is 
generally perceived as ‘the norm'; until that time, networks can also serve to ‘warn 
organisations off’ innovations that have no perceived advantages (strong indirect 
and moderate direct evidence (Abrahamson, 1991; Westphal et al., 1997; Fitzgerald 
et al., 2002)). Integrative organisational forms (such as the UK National Health 
Service, Health Maintenance Organisations, and professionally-led networks 
between healthcare providers), which link provider organisations through common 
management and governance structures and/or explicit shared values and goals, 
promote the spread of innovation between member organisations (strong indirect 
and moderate direct evidence (Meyer et al., 1997))
Intentional spread strategies: Formal networking initiatives (such as quality 
improvement collaboratives (0vretveit, Bate, Cretin, Gustafson, & et al, 2002) or 
‘Beacon’ schemes (Rashman et al., 2002)) aimed at promoting sharing of ideas and 
knowledge construction are sometimes but not always effective (moderate direct 
evidence (O'Connor et al., 1996; Flamm, Berwick, & Kabcenell, 1998; Leape et al., 
2000; Rogowski et al., 2001; Horbar et al., 2001)). Such initiatives are often 
expensive and the gains from them difficult to measure; evidence on their cost- 
effectiveness is limited. Key success factors from healthcare quality improvement 
collaboratives include (a) the nature of the topic chosen for improvement; (b) the 
capacity and motivation of participating teams -  in particular their leadership and 
team dynamics; (c) the motivation and receptivity to change of the organisations 
they represent; (d) the quality of facilitation -  in particular the provision of 
opportunities to learn from others in informal space; and (e) the quality of support 
provided to teams during the implementation phase (moderate direct evidence 
(0 vretveit et al., 2002)).
Wider environment: The evidence base for the impact of environmental variables 
on organisational innovativeness in the service sector is sparse and heterogeneous, 
with each group of researchers exploring somewhat different aspects of the 
‘environment’ or ‘changes in the environment’. Environmental uncertainty has either 
a small positive impact or no impact on innovativeness (moderate direct evidence 
(Baldridge et al., 1975; Kimberly et al., 1981; Meyer et al., 1988)), and there may be 
small positive effects from inter-organisational competition and higher socio­
economic status of patients/clients (limited evidence).
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Political directives: Some empirical studies of innovation formally measured the 
effect of the policy context on the adoption of a particular innovation. A policy ‘push’ 
occurring at the early stage of implementation of an innovation initiative can 
increase its chances of success, perhaps most crucially by making a dedicated 
funding stream available (strong direct evidence (Granados et al., 1997; Hughes, 
Humphrey, Rogers, & Greenhaigh, 2002; Fitzgerald et al., 2002; Exworthy, Berney, 
& Powell, 2003;)). External mandates (political ‘must-dos’) increase the 
predisposition (i.e. the motivation), but not the capacity, of an organisation to adopt 
an innovation (moderate direct evidence (Taylor, Elliott, Robinson, & Taylor, 1998)); 
such mandates (or the fear of them) may divert activity away from innovations as 
organisations seek to second-guess what they will be required to do next rather than 
focus on locally generated ideas for initiatives (strong indirect and moderate direct 
evidence (Meyers, Sivakumar, & Nakata, 1999; Exworthy et al., 2003)).
The implementation process
Meyers ét al define implementation as “the early usage activities that often follow 
the adoption decision” (Meyers et al., 1999). The evidence on implementation and 
sustainability of innovations was particularly complex and relatively sparse. It was 
difficult to disentangle from that on change management and organisational 
development. Implementation depends on many of the factors already covered 
above in relation to the initial adoption decision and the early stages of assimilation. 
At organisational level, the move from considering an innovation to successfully 
routinizing it is generally a non-linear process characterised by multiple shocks, set­
backs and unanticipated events (Van de Ven et al., 1999). The key components of 
system readiness for an innovation have been discussed above and are highly 
relevant to the early stages of implementation. In addition, a number of additional 
elements are specifically associated with successful routinization:
Organisational structure: An adaptive and flexible organisational structure, and 
structures and processes that support devolved decision-making in the organisation 
(e.g. strategic decision-making devolved to departments; operational decision­
making devolved to teams on the ground), will enhance the success of
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implementation and the chances of routinization (strong indirect evidence (Meyers 
et al., 1999; Van de Ven et al., 1999)).
Leadership and management: Top management support, advocacy of the 
implementation process, and continued commitment to it, will enhance the success 
of implementation and routinization (strong indirect and moderate direct evidence 
(McCormick, Steckler, & Mcleroy, 1995; Green, 1998; Meyers et al., 1999; 
Gustafson et al., 2003)). If the innovation aligns with the prior goals of both top 
management and middle management, and if leaders are actively involved and 
frequently consulted, it is more likely to be routinized (moderate direct evidence 
(Gustafson et al., 2003)).
Human resource issues: Successful routinization of an innovation in an 
organisation depends on the motivation, capacity and competence of individual 
practitioners (strong direct evidence (Gustafson et al., 2003)). Early and widespread 
involvement of staff at all levels, perhaps through formal facilitation initiatives, 
enhance the success of implementation and routinization (strong, indirect and 
moderate direct evidence (Kitson, Harney, & McCormack, 1998; Meyers et al., 
1999;)). Where job changes are few and clear; high quality training materials are 
available; and timely on-the-job training is provided, successful and sustained 
implementation is more likely (strong indirect and moderate direct evidence 
(McCormick et al., 1995; Green, 1998; Meyers et al., 1999; Gustafson et al., 2003)). 
Team-based training may be more effective than individual training where the 
learning involves implementing a complex technology (moderate direct evidence 
(Edmondson, Bohmer, & Pisano, 2001)).
Funding: If there is dedicated funding for implementation, the innovation is more 
likely to be implemented and routinized (strong direct evidence (Elliott, Taylor, 
Cameron, & Schabas, 1998; Green, 1998; Hughes et al., 2002; Fitzgerald et al., 
2002; Gustafson et al., 2003)).
Intra-organisational communication: Effective communication across structural 
(e.g. departmental) boundaries within the organisation will enhance the success of 
implementation and the chances of routinization (strong indirect and moderate direct 
evidence (Meyers et al., 1999)). A narrative approach (i.e. the purposive
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construction of a shared and emergent organisational story of “what we are doing 
with this innovation”) can serve as a powerful cue to action (moderate indirect and 
limited direct evidence (Gabriel, 2000; Bate, 2004)).
Extra-organisational networks: The greater the complexity of the implementation 
needed for a particular innovation, the greater the significance of the inter- 
organisational network to implementation success (moderate indirect evidence 
(Valente, 1995; Meyers et al., 1999)).
Feedback: Accurate and timely information on the impact of implementation 
process (through efficient data collection and review systems) increases the chance 
of successful routinization (strong indirect and moderate direct evidence (Green, 
1998; Grimshaw et al., 2004)).
Adaptation/reinvention: If an innovation is adapted to local context, it is more 
likely to be successfully implemented and routinized (strong indirect and moderate 
direct evidence (Rogers, 1995; 0vretveit et al., 2002; Gustafson et al., 2003)).
Linkage between components of the model
There is some empirical evidence (and also robust theoretical arguments) for 
building strong links between the different components of the model in Figure 4.3:
Linkage at development stage: If the innovation is centrally developed (e.g. in a 
research centre), it is more likely to be widely and successfully adopted if the 
developers or their agents are linked with potential users at the development stage 
in order to capture and incorporate the user perspective (strong indirect evidence 
(Rogers, 1995)). Such linkage should aim not merely for ‘specification’ but for a 
shared and organic (developing, adaptive) understanding of the meaning and value 
of the innovation-in-use, and should also work towards shared language for 
describing the innovation and its impact.
Role of the change agency: If a change agency is involved with a dissemination 
programme, the nature and quality of any linkage with intended adopter
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organisations will influence the likelihood of adoption and the success of 
implementation (strong indirect and moderate direct evidence). In particular, human 
relations should be positive and supportive; the two systems should share a 
common language, meanings and value systems; there should be sharing of 
resources in both directions; the change agency should enable and facilitate 
networking and collaboration between organisations; and there should be joint 
evaluation of the consequences of innovations. The change agency should possess 
the capacity, commitment, technical capability, communication skills and project 
management skills to assist with operational issues. This is particularly important in 
relation to technology-based innovations, which should be disseminated as 
augmented products with tools, resources, technical help, and so on (moderate 
direct evidence (Rogers, 1995; Lomas, 2000)).
External change agents: Change agents employed by external agencies will be 
more effective if they are (a) selected for their homophily and credibility with the 
potential users of the innovation; (b) trained and supported to develop strong 
interpersonal relationships with potential users and to explore and empathise with 
the user’s perspective; (c) encouraged to communicate the user’s needs and 
perspective to the developers of the innovation; and (d) able to empower the user to 
make independent evaluative decisions about the innovation (strong indirect and 
limited direct evidence (Rogers, 1995)).
4.4  A pply ing  the m odel to health service innovations
In order to test the validity of the model described in the previous section, and 
before testing it empirically on research as an innovation, the robustness was 
explored by using it as a framework to consider four case examples of the spread 
and sustainability of an innovation in UK service delivery and organisation'. In the 
case studies that follow, the model depicted in Figure 4.3 is applied on three levels: 
(a) a description of the individual components (the innovation, the adopters, the 
communication channels and processes, the inner context, the outer context; the 
processes of implementing and sustaining the innovation, and linkage activities with
' This case study exercise was not intended to be a piece of primary research, but a simple mapping of the different 
elements of the model against what was known about the different cases. Whilst its validity as ‘research’ is highly 
questionable, this approach is defensible for the purposes of pilot testing the model.
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the external agencies): (b) an exploration of possible interactions between these 
different components and (c) consideration of the extent to which external agents 
and agencies can influence the structures, processes and outcomes depicted in the 
model.
A purposive sampling framework was used to select the case studies (integrated 
care pathways, GP fundholding, telemedicine, and the electronic patient record). 
The principles of purposive sampling for case studies are set out by Stake (Stake, 
1995) and discussed in more detail in Section 6.4 of this thesis. Briefly, because 
case studies require in-depth analysis of context and processes, there is a trade-off 
between representing sufficient numbers of cases and covering them in sufficient 
detail. As Stake comments, the transferability of case study findings to different 
settings is best judged via a detailed analysis of the ‘rich picture’ of the case itself 
rather than by seeking statistical inferences. Ideally, a small number of studies 
should be chosen which together represent the full range of variables of interest to 
the researchers.
A list of the variables was drawn up and the cases were selected so that each one 
illustrated a different combination of the following dimensions:
Evidence base for (a) effectiveness and (b) cost-effectiveness 
Geographical (UK only vs. international)
Level of implementation (individual, team, organisational, inter-organisational) 
Sector (private vs. state)
Setting (primary vs. secondary care vs. interface)
Source of innovation (centralised, formal, policy driven vs. decentralised, 
informal, locally driven)
Technology dependence (high or low)
Timing (historical vs. contemporary vs. ‘under development’)
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Applying the model
When constructing the case studies, the ‘story’ of what happened in each of the 
cases was researched from the published literature, and then eight main questions 
were asked (Box 4.1) based on the model, in order to fill out Tables 4.4 to 4.7:
Box 4.1: Key questions asked in the case studies
1. W h a t w e re  th e  fe a tu re s  o f  th e  in n o v a tio n  a s  p e rc e iv e d  b y  th e  in te n d e d  u s e rs  (a n d  a lso , 
s e p a ra te ly , b y  to p  m a n a g e m e n t a n d  k e y  d e c is io n  m a k e rs  in th e  o rg a n is a tio n )?
2. W h a t w e re  th e  fe a tu re s  o f th e  a d o p te rs  a n d  th e  a d o p tio n  p ro c e s s ?
3. W h a t w a s  th e  n a tu re  o f  c o m m u n ic a t io n  a n d  in f lu e n c e  a b o u t th e  in n o v a t io n ?
4 . W h a t w a s  th e  n a tu re  o f  th e  in n e r  (o rg a n is a tio n a l)  c o n te x t a n d  h o w  c o n d u c iv e  w a s  th is  to
th e  a s s im ila t io n  a n d  im p le m e n ta tio n  o f in n o v a t io n s  in  g e n e ra l?
5. W h a t w a s  th e  o rg a n is a t io n ’s  s ta g e  o f re a d in e s s  fo r  th is  in n o v a t io n  in p a r t ic u la r?
6. W h a t w a s  th e  n a tu re  o f  th e  o u te r  (e n v iro n m e n ta l)  c o n te x t a n d  h o w  d id  th is  im p a c t o n  th e  
a s s im ila t io n  p ro c e s s ?
7. W a s  th e  im p le m e n ta tio n  a n d  m a in te n a n c e  p ro c e s s  (a s  o p p o s e d  to  th e  in it ia l a d o p tio n  
p ro c e s s )  a d e q u a te ly  p la n n e d , re s o u rc e d  a n d  m a n a g e d ?
8. W h a t w a s  th e  n a tu re , c a p a c ity  a n d  a c tiv it ie s  o f  a n y  e x te rn a l a g e n c ie s ?
9. W h a t w a s  th e  ra te  a n d  e x te n t o f  a d o p tio n /a s s im ila t io n  o f  th e  in n o v a t io n , a n d  to  w h a t
e x te n t w a s  it s u s ta in e d  a n d  d e v e lo p e d ?  If  th e s e  a re  c o n s id e re d  a s  th e  d e p e n d e n t 
v a r ia b le s , to  w h a t e x te n t to  th e  a n s w e rs  to  Q u e s t io n s  1 th ro u g h  8  e x p la in  th e m ?
4.5 Case study 1: Integrated care pathways (‘'the steady success 
story”)
Integrated Care Pathways (ICPs, also known as anticipated recovery paths, case 
profiles, critical care paths, case maps, patient pathways, care tracks or care 
protocols) are pre-defined plans of patient care relating to a specific diagnosis or
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intervention, with the aim of making the management more structured, consistent 
and efficient(Campbell, Hotchkiss, Bradshaw, & Porteous, 1998; Harkieroad, Schirf, 
Voipe, & Holm, 2000; Renholm, Leino-Kilpi, & Suominen, 2002). The pathway 
typically incorporates standards and guidelines developed either as part of the 
pathway itself or (more usually) externally; it contains recommendations for 
particular investigations, drug or therapies; and it includes checklists (with named 
roles assigned to particular tasks) and time frames. The ICP is intended to be used 
by staff across all professional and administrative groups to record information 
about care, investigation, treatment and outcome. Thus, important elements of care 
are less likely to be missed and information less likely to be mislaid.
The ICP can be useful clinically (and especially when things are suspected of ‘going 
wrong’) to gain a quick overview of the patient’s history and the process of care, 
review progress and identify where any problems began to occur. ICPs often have 
enormous potential to reduce inefficiency (e.g. double handling, unnecessary 
paperwork, unnecessary investigations, avoidable time delays, precipitous 
discharges with subsequent readmission, and so on) (Renholm et al., 2002). The 
structure of the ICP, especially if in electronic format, allows data to be collected in a 
standardised way (perhaps using standard codes) hence facilitating the production 
of aggregated data (e.g. for audit).
An ICP is generally developed collaboratively in a hospital trust (or occasionally, 
across the hospital-primary care interface) by doctors, nurses, other health 
professionals, administrators, technical staff, and sometimes service users. Every 
patient is different, so it should be recognised that pathways are not prescriptive and 
that clinical (and administrative) judgement must also be used at every stage. 
However, in reality, controversy still surrounds this issue (Campbell et al., 1998; 
Harkieroad et al., 2000). Some ICPs are kept ‘at the end of the bed’ or held by 
patients and the information presented in a user-friendly format, enhancing 
(perceived) involvement of users and carers.
It is probably self evident that ICPs work best for patients when care and treatment 
is likely to follow a defined path (e.g. elective surgery in the acute setting (Pearson, 
Goulart-Fisher, & Lee, 1995; Benham, 1999)), and less well when there is likely to 
be a high degree of individualization and/or variation in the course of the episode
1 0 2
(Pearson et al., 1995; Brugh, 1998; Benham, 1999; Johnson & Smith, 2000; Syed & 
Bogoch, 2000; Naglie & Alibhai, 2000; Beavis, Simpson, & Graham, 2002; Kwan & 
Sandercock, 2002; Cannon et al., 2002). However, ICPs can be created which 
allow for documentation (and justification) of a deviation from the pathway to suit the 
individual patient or a change in situation. For patients with multiple pathologies, 
needs and/or uncertain diagnosis, ICPs can still (theoretically) be useful as tools or 
prompts that map broad processes and goals rather than outlining the detail of 
treatment.
More sophisticated ICPs can serve as maps or algorithms to integrate and co­
ordinate the input of different professionals and agencies to the care of service 
users with multiple and complex needs (e.g. children with special needs, mental 
health users with dual diagnosis) (Renholm et al., 2002). Detailed discussion of 
inter-agency ICPs is again beyond the scope of this thesis, and little evaluative work 
has been published on such complex pathways, so these complex ICPs have not 
been included in the tables below.
Currie and Harvey outline the original rationale for the introduction of pathways in 
different countries (Currie & Harvey, 1998). In the USA, pathways were an explicit 
and planned response to the escalating cost of health care. In general, US 
insurance-based hospitals receive a negotiated fee for each patient dependent 
solely on diagnosis, regardless of the services used or the length of stay. ICPs 
were introduced as a means of trying to ensure that patients would receive a 
standard, high-quality but no-frills, package of care for a given diagnosis, and that 
their length of stay would be predefined.
Oakley and Greaves argue that the introduction of managed care and pathways in 
the UK occurred as a direct result of the restructuring of the NHS and the move 
towards patient-focused hospitals, clinical effectiveness and evidence-based 
practice (Oakley & Greaves, 1995). With the split between purchasers and 
providers that was prevalent at the time, pathways could be seen as a tool for 
purchasers to identify packages of care with defined outcomes. Despite the 
introduction of the internal market, foundation hospitals, and other ‘market’ style 
incentives, the culture of UK health care remains fundamentally different from that in 
the US. The explicit rationale for the introduction of ICPs in the UK, although
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connected with cost per case, has always had a strong quality/effectiveness 
emphasis, and there has been a strong professional call to distinguish 
‘rationalization’ of healthcare processes from ‘rationing provision’ (Oakley et al., 
1995).
In theory, the ability of ICPs to combine process, practice and audit makes them 
potentially invaluable as tools to assist both clinicians and administrators (and both 
commissioners and providers) in meeting both quality and business objectives 
through cost-effective, integrated care. In practice, ICPs do not take the politics out 
of change management! They explicitly raise -  but do not themselves answer -  the 
difficult question of how to work effectively across professional boundaries to 
implement an innovation and how to reconcile (or at least, reach a compromise 
between) different value systems (e.g. evidence based practice vs. cost efficiency).
The effectiveness or otherwise of particular ICPs (and the fascinating question of 
whether ‘standardised’ care benefits patients by making their care more evidence- 
based or penalises them with a ‘one size fits all’ approach) is outside the scope of 
this thesis. But even without answering those important questions, ICPs can be 
considered as an ‘innovation’ which was considered by enthusiasts to be a ‘good 
thing’ and which met relatively little resistance (though a vocal minority of opponents 
have described the concept as bureaucratic, unimaginative and a threat to clinical 
freedom).
As Tables 4.4 to 4.7 show, the ICP arose peripherally and spread informally via the 
professional networks of clinician enthusiasts. Fundamentally, ICPs were a good 
idea whose relative advantage was generally apparent and un contested. They 
aligned well with professional and administrative values, and also chimed with 
prevailing political rhetoric about reducing variation in performance and improving 
efficiency and throughput. No new technology was required, and the ICPs generally 
fitted well with existing organisational routines. Because they were readily trialable 
and their impact observable, benefits were soon reaped and concerns about 
patients receiving ‘rationed’ rather than ‘rationalised’ care were seen to be rarely 
substantiated. Assimilation into hospitals was thus relatively unproblematic, helped 
by the fact that the innovation was resource-neutral to set up and probably 
resource-saving overall.
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It was not possible to find data on the types of organisational structure, or the 
prevailing cultures or climates that have supported the successful introduction of 
ICPs, but anecdotal evidence suggests that hospitals with a strong culture of 
interprofessional team working have the best track record.
ICPs are an example of an innovation that has shown steady -  but not 
overwhelming -  success. One important observation is that ICPs have not reached 
niche saturation -  that is, whilst there are many excellent examples of such 
pathways there are many more examples where they could be being used but 
aren’t. Furthermore, many poor quality ICPs are in circulation, and trusts may 
‘reinvent the wheel’ because they are unaware of existing models that could be 
adapted. All this highlights the relative absence of interprofessional collaboration on 
ICPs, and suggests that were such collaborations to be developed and 
strengthened, further spread and greater sustainability might be achieved.
4.6 Case study 2: GP fundholding (“the clash”)
GP fundholding was chosen because it is an innovation that ‘came and went’ 
remarkably quickly, which was steeped in controversy from conception to demise, 
which had strong political overtones, and which aroused (and continues to arouse) 
strong emotions in stakeholders'.
GP fundholding can be seen historically as part of the 1991 reforms in UK health 
care, in which the then Conservative government introduced elements of a market 
allocation system into the National Health Service". This internal market divided the 
health service -  controversially -  into ‘providers’ of health care and ‘purchasers’ of 
health care. The purchasers, who included GP fundholders and family health 
services authorities (which subsequently evolved into health authorities and thence 
to Primary Care Trusts), 'bought' health care services for their patients from the 
providers who were the hospitals, GPs, pharmacists, dentists, opticians, community
' It must again be emphasised that this is not evaluating GP fundholding as such but using the case study to test a model 
for analysing the spread and sustainability of innovations.
" When the concept of the market in the NHS was being developed, GP fundholding was not initially considered by policy 
makers, but it certainly aligned with this general strategy.
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nurses and so on (Harrison & Choudhry, 1996; Hausman & Le Grand, 1999; Wilkin, 
2002; Milne ScTorsney, 2003).
The central idea of fundholding was that, although patients could not be given 
unlimited money to purchase their own health care, GPs could act as informed 
purchasers while keeping an eye on priorities. In this way patients and their 
advocates could be involved in shaping local services. GP practices who opted to 
become fundholders were allocated money on the basis of their historic expenditure, 
and in the first waves of fundholding, some regions ensured that the budgets were 
generous so as to ‘pump prime’ the new system. The fundholding budget paid for 
practice staff, certain hospital referrals, drug costs, community nursing services and 
management costs.
Fundholding GPs were both purchasers (of secondary care) and providers (of 
general practice care). Their provider role was not of course new, but it was very 
new -  and again, highly controversial -  that some GPs were given budgets to 
purchase non-emergency health care services for their patients... The other 
purchasers were the family health services authorities, who purchased non­
emergency secondary care for patients whose GPs were not fundholders and 
emergency health care for everybody. Family health services authorities also 
purchased all primary health care. This involved contracting with GPs, dentists, 
pharmacists and opticians to provide, between them, the full range of primary care 
services.
The two stated aims of introducing fundholding in the UK (which historically came 
somewhat earlier than the more clinically-oriented drives for evidence based 
medicine and clinical governance) were to promote better value for money and to 
improve consumer choice. Fundholders were free to choose the type, volume, and 
location of care to be purchased, although they were obliged to indicate in their 
purchasing plans how they would address national policies such as the goals in the 
key policy documents of the day (such as the ‘Health of the Nation’ white paper 
(Whitten et al., 2002) and the Patient's Charter (Department of Health, 1992)).-They 
were monitored by family health services authorities and regional health authorities, 
whose main focus was on the financial management of the fund rather than on the 
actual purchasing decisions made.
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It has been argued that the GP fundholding scheme was an after-thought in 1989 
when the whole system of the internal market was being developed, and that only 
subsequently did it become the forefront of the NHS reforms. In 1991 there were 
720 GPs in 306 practices involved in fundholding (Appleby, 1994). In this initial 
phase, GP fundholding was limited to larger practices with over 11,000 patients, and 
their budgets averaged £1.3 million per practice. The minimum number of patients 
for a fundholding practice was later reduced first to 7,000 and then to 5,000. By 
1994, 6 % of the total NHS budget, equivalent to £1.8billion, was being spent by 
fundholders. Importantly, substantial variation existed in the proportion of the local 
population covered by fundholders: for example, 80% of the population was covered 
in Derbyshire and Bury, but only 4% in Camden and Islington,
In 1994, government ministers began to introduce a range of schemes to extend 
fundholding and encourage its assimilation by what might be called ‘late adopting’ 
and ‘laggard’ practices (Wilkin, 2002). Individual or groups of practices with a 
registered population of over 5000 could opt to hold a budget to pay for specific 
hospital care; drugs; staffing in the practice; and community services-so called 
standard fundholding. Practices with more than 3000 could hold a budget for 
community services and outpatient care only (so called community fundholding). 
Practices could also opt for total purchasing, in which practices can buy any type of 
NHS care. Any type of fundholding practice could pool management resources with 
others to form a multifund. By April 1997, half of the population of England was 
covered by some system of GP fundholding. However, the change of government 
from Conservative to Labour in 1997 led to abandonment of the internal market and 
(as part of that) a rapid dismantling of the fundholding system, which ceased in 
1998.
Rivett has argued that the spread of GP fundholding was driven mainly by GP 
initiative (i.e. GPs seeking, for honourable reasons, to improve services for their 
patients) and that -  for the innovators in particular -  it required courage, hard work 
and professional unpopularity with non-fundholding colleagues (who, implicitly, were 
less courageous and less hardworking, so had little genuine grounds for protest) 
(Rivett, 1998). According to him, it took hospital consultants a year to recognise the 
extent to which fundholding moved power to family doctors; then they added their
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voice to the opposition of other GPs. But the alternative argument was that 
fundholding was an innovation that played to the interests of well-resourced, well- 
organised suburban group practices with stable, compliant populations and 
relatively simple health needs (as opposed to mixed health and social needs) 
(Baines & Whynes, 1996; Warwicker, 1998; Kay, 2002). Practices in inner cities, so 
the argument went, were often single-handed GPs working from poor premises and 
serving highly mobile populations with complex health and social needs. Their slow 
assimilation of fundholding was not because of lack of courage or laziness but 
because the innovation did not fit the needs of the practices or the populations they 
served (for whom broad-based community development, social capital and so on 
was presented as the way forward). Thus, somewhat unusually, both sides laid 
claim to the moral high ground.
One of the most hotly contested issues was the amount of money that changed 
hands, and how it was spent. By the end of the second year of fundholding, 
fundholders had underspent by £31.7m (3.6% of the budgef a/located), of which 
£2 .8m was voluntarily returned to regional health authorities by fundholders and the 
rest used in various schemes to ‘improve services’. Against this, non-fundholders 
had overspent by £9.8m in the same year. By 1995 the total underspend on 
fundholding budgets was estimated to be £120m. Whether fundholders used their 
savings efficiently and appropriately is a controversy that is unlikely ever to be 
resolved. In a recent survey by the National Audit Office fundholders reported using 
savings to buy equipment for their practices and the local hospital, to improve 
practice premises and information systems, and to employ extra staff to provide 
services in house. Whilst many of these initiatives had clear benefits to patients, the 
controversy is whether they represented better value for money than what health 
authorities might otherwise have used the funds for, and whether it was appropriate 
for public funds to be spent on improving practice premises owned by the GPs 
themselves, who would benefit personally when the premises were sold.
Fundholding is an excellent example of an innovation whose relative advantage was 
perceived very differently by different players, which proved incompatible with 
certain value systems, for which some potential adopters had a good existing 
knowledge and skill base (e.g. in accounting) while others did not, and whose 
knock-on consequences were difficult to isolate or measure. It is also a good
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example of a centrally driven innovation that rose and fell with the prevailing political 
climate. Early adopters -  who were probably highly homophilous with the change 
agents (and often shared their political persuasion) -  were publicly groomed, 
supported and rewarded, but the strategy for dealing with later adopters and non­
adopters was less well thought-out. The (alleged) wave-on-wave reduction in per 
capita fundholding budgets, for example, was widely publicized and interpreted as 
‘moving the goalposts’, and the scheme began to lose credibility. Fundholding was 
a unique innovation in that both adopters and non-adopters justified their arguments 
in moral terms -  and both claimed the high ground. The lack of a formal pilot phase 
or rigorous evaluation programme means that this historical example will always 
remain controversial (Harrison et al., 1996; Kay, 2002).
4.7 Case study 3: Telemedicine (“the maverick initiative”)
Telemedicine was chosen as one of the case studies because -  almost uniquely for 
a complex health service innovation -  it has been formally addressed from the 
classical ‘diffusion of innovations’ perspective in a number of empirical studies and 
theoretical papers (Pelletier-Fleury, Fargeon, Lanoe, & Fardeau, 1997; Hu & Chau, 
1999; Tanriverdi & lacono, 1999; Currell, Urquhart, Wainwright, & Lewis, 2000; 
Grigsby et al., 2002; Cook & Whitten, 2002;), because it tends to be introduced by 
individual enthusiasts rather than organization-wide, and because it raises particular 
issues around sustainability.
Telemedicine is “the use of telecommunications technology to provide medical 
information and services" (Tanriverdi et al., 1999; Grigsby et al., 2002). Use of 
telecommunications technology to facilitate health care delivery has evolved over 
nearly four decades, beginning with pioneer programmes such as telepsychiatry 
consultations and teleradiology in the late 1950s. Telemedicine, with varying 
degrees of success, has subsequently been applied to a wide array of medical 
specialty areas including radiology, pathology, psychiatry, cardiology, neurology and 
neurosurgery.
Telemedicine is conventionally considered on three levels, dependent on the 
technology and infrastructure available as described in Box 4.2.
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Box 4.2: Levels of telemedicine
Level I: Use of the telephone and fax technology for patient consultation and referrals
Level II: File transfers for interactive still images, store and forward images, or video 
conferencing over low band width connections
Level III: Full motion video images that permit a full range of interactive diagnostic services 
(requires fractional T-1 or higher band width)_______________________________ _
The benefits claimed to the patient from telemedicine include '(Pelletier-Fleury et al.,
1997; Tanriverdi et al., 1999; Hu et al., 1999; Currell et al., 2000; Mair & Whitten,
2000; Weinstein et al., 2001; Grigsby et al., 2002):
• The patient enjoys rapid access to secondary and tertiary health care services 
and can gain the benefits of ‘expert’ care while maintainirlg continuity of care 
from the GP or local specialist;
• The patient is able to remain close to home, where family, friends and primary 
care team can provide support;
• Costly and traumatic patient transfers between hospitals are generally avoided 
(and when transfer is unavoidable, receiving hospital can coordinate the 
preparation and transfer of the patient;
• Remote, underserved and possibly low-income areas can access specialty 
services -  hence the ‘inequality gap’ is narrowed;
• Patient-borne costs (e.g. travel) are reduced.
The benefits claimed to practitioners include:
• Non-specialists have access to real-time consultations with experts;
• The transfer of knowledge between participants (notably GP and specialist) is 
mutually educational and richer than the equivalent exchange through outpatient 
letter or discharge summary (and occurs without taking time away from practice);
' As with previous case studies, it is beyond the scope of this thesis to make evaluative judgements on the validity of these 
claims; it merely sets out the perspectives of the purveyors and enthusiasts for the innovation.
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Builds professional networks and allows collegial support;
Potentially shifts power base of decision-making, allowing (for example) GPs to 
directly manage the care of their patients with support from specialists, rather 
than vice versa.
Historically, access concerns have driven much of the work to develop clinical 
telemedicine. Early applications often focused on remote populations scattered 
across mountainous areas, islands, open plains, and arctic regions where medical 
specialists and some times primary care practitioners were not easily reached. 
Dispiritingly, most telemedicine projects from the 1960s through the early 1980s 
failed to survive beyond the end of grant funding or trial financing. 
Telecommunications costs tended to be high, and the technologies were awkward 
to use and technically unreliable -  especially in the early years. Few projects 
appeared to be guided by a business plan or an appreciation of the project features 
and results necessary for a sustainable programme (Tanriverdi et al., 1999).
More recently, telemedicine has been undergoing a resurgence driven by several 
factors. These include economic pressures to contain the rapid growth of health 
care expenditures; the increasing emphasis on fair resource allocation; the socio­
political desire for decentralized and locally adjusted access to health care; rising 
demand and expectation for ‘quality’ health care (and hence for an expert opinion); 
and the availability of major research funding streams for e-health (including 
national and global information infrastructures and e-health collaborative activities) 
(Cook et al., 2002; Grigsby et al., 2002; Mairinger, 2002).
Another important reason for telemedicine’s resurgence despite initial failures is that 
significant advances and development have been accomplished in both medical and 
information technology (IT). The Pictorial Archiving Communication Systems and 
advanced medical imaging systems such as Computer Tomography and Magnetic 
Resonance Imaging are examples of exciting breakthroughs that were simply not 
available in the early years of telemedicine (Wootton, 2001; Mairinger, 2002; 
Grigsby et al., 2002). Teleconferencing and high-performance communication 
networks represent additional critical advances in the field (Wootton, 2001). These
111
advances, along with the steady fall in price/performance ratio (Moore, 1991) have 
contributed crucially to the relative advantage of the innovation.
Enthusiasts say that the goal of telemedicine is to ‘marry medicine with technology’, 
capitalising on the advantages of technology to produce a robust system that 
‘reaches the parts other services do not reach’, thereby delivering an enhanced 
service at an affordable price. Sceptics argue that face to face contact is 
fundamental to health care and that telemedicine can never be as good as the ‘real 
thing’, and that expansion of services is often driven more by doctors who are 
technology enthusiasts than by those genuinely seeking to expand services and 
redress inequalities.
Like all technology-based innovations, telemedicine should be thought of not as a 
piece of hardware but as a complex process between human actors that is 
supported by technology. This process has become much more feasible in the past 
few years as a result of technological advances and continuing cost reductions. It is 
also increasingly trialable, and clinicians who would not describe themselves as 
‘technical’ are beginning to try it out. The evidence base for the overall 
effectiveness and cost effectiveness of telemedicine remains contested (Pelletier- 
Fleury et al., 1997; Wootton, 2001; Field & Grigsby, 2002), but well worked up 
examples of particular initiatives that have shown clear benefit are now available in 
the literature.
The widespread adoption, and assimilation of telemedicine could potentially have 
significant impacts on health care delivery systems as well as intra- and inter­
organization structures of health care organizations. In other words, if telemedicine 
were to ‘take off’ and reach anything approaching niche saturation, health care 
would look very different, since it threatens much of the structures and cultures 
underpinning and surrounding medical specialization (for example, the notion that a 
medical or surgical specialty develops in a particular area because there exists 
sufficient regional population base to supply the service with clients).
Despite telemedicine’s recent surge in growth, obstacles to its widespread use 
persist. For example, although many groups are working to develop hardware and 
software standards, it remains frustrating and difficult to put together systems in
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which the components operate predictably and smoothly together, work in different 
settings without extensive adaptation, and accommodate replacement components. 
Technical systems often remain poorly adapted to the human infrastructure of health 
care, that is, the work environment, needs, and preferences of clinicians, patients, 
and other decision-makers. Moreover, sustainable telemedicine programmes 
require attention to organizational business objectives and strategic plans that is not 
always evident in current applications.
Telemedicine has been called “the maverick initiative” because the typical scenario 
is of a small team of enthusiasts setting up the service, often dedicating 
considerable time and personal resources to it, driven mainly by their own interest in 
the technology (and sometimes in the clinical relationships that it supports). But as 
Tables 4.4 to 4.7 show, a number of factors combine to conspire against its spread 
and sustainability. As mentioned above, the technology is often fiddly and 
unreliable, and in most specialties there is remarkable little evidence for any clinical 
advantage of telemedicine over old-fashioned referrals (and almost no evidence of 
cost advantages). Furthermore, the innovator who introduces a telemedicine project 
(often on a research grant or short term project funding) generally lacks the skills or 
interest to ‘mainstream’ the initiative within his or her organization. The story of 
telemedicine at organisational level has generally been one of ‘boom and bust’ as 
champions and short term funding streams come and go (and, of course, whereas 
the ‘boom’ stories are often written up, the ‘bust’ stories rarely reach publication).
Things are changing, however. Several factors have recently come together to 
swing the risk-benefit equation much more in telemedicine’s favour -  most notably 
the development of more user-friendly technology, the fall in its price-performance 
ratio, and the increasing recognition by IT companies of the need for dialogue with 
the client both during initial development of the software and during implementation, 
allowing both a customized and augmented product better tailored to the needs and 
skills base of the user (Grigsby et al., 2002; Mairinger, 2002). Telemedicine is thus 
entering an interesting phase, and it is possible that its fortunes thus far (relatively 
poor spread and low sustainability) may at some stage be reversed.
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4.8 Case study 4: The electronic health record (“the big roll-out”)
In a health care system where sectors are highly differentiated and referral between 
these is a central feature, no single institution can hope to encompass a patient's 
entire health history. Patients’ health care records are currently fragmented across 
multiple sites and sectors, posing obstacles to clinical care, administration, research, 
and public health initiatives. Electronic health records (EHRs) and the internet 
provide a technical infrastructure on which to build integrated, longitudinal medical 
records that can follow the patient to different locations, encounters and sectors 
(Sujansky, 1998). The NHS Information Strategy offers the concept of levels of 
computerised record as well as two different varieties (Department of Health, 
1998b):
• The Electronic Patient Record (EPR) describes the record of the periodic 
care provided mainly by one institution (generally an acute hospital). 
Separate EPRs may also be held by other healthcare providers, for example, 
specialist units or mental health trusts;
• Electronic Health Record (EHR) describes the concept of a longitudinal 
record of patient's health and healthcare -  from ‘cradle to grave’ and across 
geographical, organisational and sectoral boundaries. It includes both 
information on primary health care contacts as well as subsets of information 
associated with the outcomes of periodic care held in the EPRs.
Although an integrated, electronic, ‘cradle to grave’ record is an appealing and (in 
some ways) conceptually simple notion, its implementation-in-use is highly complex 
and contentious, requiring new routines for individuals (most obviously, the 
systematic and consistent coding of information that was previously entered as free 
text) and a host of new systems for interpersonal, interdepartmental and inter- 
organisational interaction. Weir et al. undertook a survey-based study of the 
impediments and facilitators to implementing the E HR (Weir, Lincoln, Roscoe, 
Turner, & Moreshead, 1994). They identified multiple and diverse perceived 
impediments and critical success factors, which operated at every level from 
individual to inter-organisational. They concluded that the application of the EHR 
“involves multi-level changes in the whole system of care, from physicians’ attitudes 
to interdepartmental relations”.
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Si cotte et ai. undertook an in-depth case study of a large initiative to implement an 
electronic health record system across four Canadian hospitals in the late 1980s in 
collaboration with two computer companies (Sicotte, Denis, Lehoux, & Champagne, 
1998; Sicotte, Denis, & Lehoux, 1998). The project aimed to “make a paperless 
hospital a reality” by automating processes previously dependent on human labour, 
make record keeping more structured and standardised, achieve ‘spacelessness’, 
avoid duplication of tasks, inform planning, and aid later aggregation of data for 
audit purposes. But the entire system had to be withdrawn when both medical and 
nursing personnel boycotted its use. The main problems identified in this qualitative 
study were an increase (rather than the anticipated decrease) in routine clerical 
work, information overload, rigidity of work organisation, and the negation of expert 
autonomy. The authors also observed that the mission to “go paperless” became 
an end in itself rather than a means to improving communication and efficiency, and 
that staff focussed on the output of putting data on the computer rather than what 
happened to the data once they were entered.
Another key observation made by Sicotte et al. was that the implementation of this 
complex technology was conspicuously removed from real-life medical and nursing 
practice. They comment;
“The project team attempted to identify the nature of the information from an 
idealized point of view rather than work closely with the delivery process, in this 
manner, the computerised patient record information architecture was inspired 
from the perspective of how nursing is taught and promoted in academic 
institutions and professional corporations rather than from the work site where 
nursing is truly practiced. A more comprehensive and integrated approach is 
needed to better understand the potential and limits o f the IT, the constraints of 
nursing work, and how closely related these two aspects must be”. (Sicotte et al.,
1998)
This and other case studies in the literature suggest that widespread introduction of 
electronic health records can turn out to be an expensive disaster. In the private 
sector, sharing data with ‘competitor’ institutions may be seen as commercially 
unviable (Retchin & Wenzel, 1999; Thiru, Hassey, & Sullivan, 2003). Furthermore,
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concerns about confidentially and data protection have yet to be resolved (these are 
chiefly to do with the logistics of gaining consent rather than the fact that such 
consent is likely to be withheld (Gaunt & Roger-France, 1996; Chilton et al., 1999; 
Veronesi, 1999). Decisions about the structure and ownership of electronic records 
will have a profound impact on the health care system, as well as on the 
accessibility and privacy of patient information. Many of the technical challenges 
mentioned above in relation to telemedicine (as well as many of the potential 
advantages) also apply to the HER (Retchin et al., 1999; Loomis, Ries, Saywell, Jr., 
& Thakker, 2002; Thiru et al., 2003).
Despite all these unresolved issues, the palpable anxiety around electronic records 
amongst NHS staff, and major differences between potential users in level of 
appropriate knowledge and skills (Loomis et al., 2002; Thiru et al., 2003), the NHS 
Executive has mapped out a detailed, three-phase programme for implementation 
with what some have described as a punishing schedule of milestones.
Box 4.3: Milestones for EPR and EHR implementation in England and Wales 
(Department of Health, 1998b)
1998 to 2000 Connecting all computerised GP practices to NHSnet
(phase one) Completing the national NHS email project
Establishing local Health Informatics Services 
Completion of cancer information strategy
2000 to 2002 35% of all acute hospitals to have implemented a Level 3 EPR
(phase two) Substantial progress in implementing integrated primary care and
community EPRs in 25% of Health Authorities
Use of NHSnet for appointment booking, referrals, radiology and 
laboratory requests/results in all parts of the country.
A National Electronic Library for Health accessible through local Intranets 
in all NHS organisations.
Beacon EHR sites have an initial first generation EHR in operation.
By 2005 Full implementation at primary care level of first generation person-based
(phase three) Electronic Health Records.
All acute hospitals with Level 3 EPRs 
______________24 hour emergency care access to patient records___________________
Box 4.3 shows the milestones set out in ‘Implementation for Health' for the EPR and 
EHR. The strong external mandate for the roll-out of the EHR will probably create 
predisposition in user organisations but will not in itself increase their capacity to 
deliver.
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The “big roll-out” of the EHR has considerable promise, and certain aspects of the 
programme so far are commendable (e.g. extensive consultation with pilot users of 
the record; major capacity-building initiatives focussed particularly on parts of the 
system with low absorptive capacity such as single-handed GPs; and material and 
financial incentives (such as free or cut-price computersi). However, many major 
concerns remain -  such as the functionality of the record (where will the ‘soft’ 
information go?); the pace at which the dissemination programme is being driven; 
the relative lack of piloting amongst users who are likely to have the most problems; 
the lack of detail on the level of outreach training and ‘after sales service’ to be 
provided; and so on.
Overall, because of the extremely-high complexity, questionable relative advantage 
and low ease of use of this innovation, its critical dependence on simultaneous 
adoption by multiple users, and the low absorptive capacity of so many parts of the 
system despite recent input, there is not room for optimism that it will spread and be 
sustained without major problems.
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4.9 Conclusion: strengths and weaknesses of the model
Overall, this preliminary model seems to be able to prompt questions and reflections 
about the four innovations described above. It appears to allow us to explain the 
different fortunes of these very different innovations. It can also be tentatively used, 
as a model, to predict what might happen to the innovations in the future:
• Integrated care pathways will continue to spread slowly but may not reach niche 
saturation without more explicit inter-organisational collaboration;
• A comparable initiative to GP fundholding should pay less attention to 
homophilous early adopters and more to developing shared meanings and value 
systems with heterophilous sceptics;
• Telemedicine (which has had a relatively disappointing history in terms of spread 
and sustainability so far) may have increased success now that the technology is 
more feasible, trialable, and easy to use; and
• The national UK initiative to establish an electronic health record has done 
impressive ground work but may yet fail because of the extreme complexity 
(especially implementation complexity) of the innovation, the low receptive 
context of many intended adopters, and the authoritative nature of the adoption 
decision.
Because the model proved fit for purpose in exploring the different case studies and 
prompted further thought about different aspects of the innovation and its adoption 
and implementation, it was decided to use the same model to study the innovations 
which take place within research development. The model, postulated above, 
formed the basis of the theoretical framework for the case study research presented 
in the following chapters.
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Chapter Five Epistemology and justification of methods
5.1 Introduction
This chapter gives the theoretical background to the methods used to undertake this 
research. Its purpose is to explain how we can be sure that the findings truly 
represent an answer to the research questions posed. To undertake this, it will 
describe the broad approach of how knowledge is discovered. It then presents the 
broad approaches to understanding the world and then concentrates on how to 
identify truth in social settings. This will lead to the justification of using case study 
methodology as the basis of this thesis.
The epistemological position underlying any piece of social science research must 
be made explicit, since the common assumptions and universally accepted 
academic paradigms of the natural sciences do not hold in the social sciences. The 
research design, the definition of the concepts, and the type of evidence being 
sought are all heavily influenced by the epistemological position being adopted by 
the researcher.
The prevailing epistemology within much of the social sciences, and a good starting 
point for this territory, is known as logical empiricism (Lyons, 1998). This prescribes 
the so-called ‘scientific method’ (i.e. experimentalism and observation) as the way to 
proceed in the production of social psychological knowledge. Logical empiricism 
has been called ‘positivism’ because of the major influence of the work of Karl 
Popper on scientific thinking (Popper, 1968). Positivism prescribes a hypothetico- 
deductive approach to investigation and thé identification of precise causal links. 
This involves producing a testable hypothesis from a precisely defined theory that is 
subject to experiment and observation. The theory can be either confirmed or 
disconfirmed. Reality is defined as something ‘out there’ waiting to be observed. 
With the right tools and techniques, objective reality can be causally mapped and 
precisely represented such that universal laws and propositions can be formed.
Radical criticisms of the appropriateness of the experimental method for studying 
social psychological phenomena began to be voiced in the 1970s when Tajfel wrote
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his piece on ‘experiments in a vacuum’ (Tajfel, 1972). Many other theorists have 
questioned the way in which social reality is construed by logical empiricists. It is 
argued that social reality is not an objective phenomenon ‘out there’ to be tested 
and measured. On the contrary, it is represented and negotiated via the shared 
environment of language. Shotter, for example, has famously proposed that what 
we perceive as social reality is very much created in joint action (Shotter, 1984). 
These and related arguments dramatically shift the focus of psychology and social 
science away from the individual as the originator of social realities and behaviour, 
to focusing upon the constructive aspects of relations between individuals. This has 
led to a paradigm challenge within social psychology.
These very different views on the nature of social reality -  and on the nature of 
social scientific knowledge -  were of considerable practical importance when 
selecting the design and methods for this thesis. By assuming that enquiry about 
the social world can be ‘scientifically’ and impartially pursued, then researchers 
could claim that their findings would be objective and value-free. This view holds 
strong in many quarters, but it is not shared or proposed in this thesis,. Rather, this 
thesis shares the view of the many social scientists who reject the positivist belief in 
a hypothetical reality that is ultimately knowable from the application of conventional 
scientific method. The reason why positivist perspective is rejected is that the 
realities that form the focus of empirical enquiry in this thesis are largely socially 
constructed by human actors through language, and it is through language 
(especially interviews and participant discussions) that this research sought to 
document and explore these realities. The next two sections provide more in-depth 
justification for this perspective.
5.2 Qualitative research methods
This thesis is based mostly on qualitative research. Qualitative research can be 
thought of as a set of interpretative approaches that include a wide range of 
empirical methods. Denzin and Lincoln argue that qualitative research has no 
theory, or paradigm, that is distinctly its own (Denzin & Lincoln, 1994). Indeed it 
involves multiple paradigms using approaches from constructivism to cultural 
studies, feminism, Marxism, and ethnic models of study. Qualitative research is 
used in many different disciplines and has many possible approaches to analysis
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(for example, phonemic, archival, discourse, content, thematic, and narrative 
analysis). Qualitative research also embraces multiple approaches, methods and 
techniques of ethnography, hermeneutics, deconstructionism, cultural studies, 
psychoanalysis, phenomenology, survey research and participant observation.
This wide range of approaches and methods make it difficult to agree on a definition 
of the field. However Denzin and Lincoln (Denzin et al., 1994) have drawn upon 
and paraphrased Nelson’s work (Nelson, Treichler, & Grossberg, 1992):
“Qualitative research is an interdisciplinary, transdisciplinary, and sometimes 
counterdisciplinary field. It cross cuts the humanities and the social and 
physical sciences. Qualitative research is many things at the same time. It is 
multiparadigmatic in focus. Its practitioners are sensitive to the value of the 
multimethod approach. They are committed to the naturalistic perspective, 
and to the interpretative understanding of human experience. At the same 
time, the field is inherently political and shaped by multiple ethical and 
political positions.”
As explained in the previous section, social scientists can be divided broadly into 
those who espouse a fundamentally positivist view of their work, and those who 
reject such a view, usually in favour of a constructivist perspective. But as Denzin 
and Lincoln emphasise in the quote above, the latter cannot make exclusive claim to 
qualitative methods, which can be drawn upon by scientists from many different 
traditions with a range of world views. The modernist approach, for example, says 
that social phenomena can be viewed in a rational way, that everything has its 
causes and can be viewed within an encapsulating framework. The post modernists 
would say that no single explanatory framework accounts for everything and that 
there are many different ways of thinking of things. Both of these approaches use 
qualitative methods to explore their world.
Denzin and Lincoln suggest four underlying paradigms for qualitative research: 
positivism, post-positivism, critical theory, and constructivism (Denzin et al., 1994). 
Historically there has been a tradition of quantification in science, particularly in 
mathematics, chemistry and physics. Disciplines less reliant on quantification are 
biology and the social sciences. The received view of science focuses on efforts to
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verify (positivism) or falsify (postpositivism) a priori hypotheses. These are usually 
stated as quantitative propositions or propositions which can be easily converted 
into mathematical formulae. Formulaic precision has great utility when the aim of 
science is the prediction and control of natural phenomena, and it is not the 
researcher’s aim to dismiss it as an approach. But, it has major limitations in social 
enquiry.
In many scientific disciplines, scientific maturity is believed to emerge as the degree 
of quantification found within a given field increases. Indeed, medicine has in recent 
years been profoundly influenced by such a value system. Evidence-based 
medicine (EBM), for example, explicitly favours quantitative evidence over 
qualitative in a widely advertised ‘hierarchy of evidence’ (Guyatt et al., 1995). And 
since a randomised controlled trial is seen as the ‘best’ evidence in EBM, it is 
generally expected in such circles that a competent researcher will select an RCT 
design to address his or her research question, and that a ‘case study’ (especially 
one based largely on qualitative enquiry) must be poor science and not to be 
trusted. It is because of the widely held prejudice against the case study approach 
in the medical profession that it is important to go into considerable depth to justify 
this research design.
In recent years, arguments against the primacy of quantification in science have 
emerged. There have been two broad criticisms: one that is external to the 
conventional paradigm and one that is internal to it. Guba and Lincoln articulate 
these criticisms (Guba & Lincoln, 1994 p i06-7):
External critiques o f the primacy of quantification
The underdetermination of theory -  this is also known as the problem of 
induction. Not only are facts determined by the theoretical lens through which one 
looks for them, but different lenses might be equally well supported by the same set 
of ‘facts’. This led Popper to reject the notion of theory verification in favour of the 
notion of theory falsification (Popper, 1968). The argument that science can, by its 
methods, ultimately uncover the ‘real’ truth is therefore questionable. Induction 
might build up and support a particular theory; however the underlying observation 
might also support a completely different theory.
1 2 6
The theory-ladenness of facts -  research methods involving the verification or 
falsification of hypotheses assume the independence of theoretical and 
observational languages. In fact theories and facts are interdependent -  in other 
words facts are only facts within some theoretical framework. If hypotheses and 
observations are not independent, facts can be viewed only through a theoretical 
lens and objectivity is undermined.
The value-ladenness of facts -  just as theories and facts are not independent, 
neither are values and facts. It could be argued that theories are value statements 
and that facts are viewed through a value window. The value free posture of the 
received view is compromised.
The interactive nature of the inquirer-inquired into dyad -  here the researcher is 
thought to be independent of the inquired into and vice-versa. This approach has 
been demonstrated to be wrong in science through approaches such as the 
Heisenberg uncertainty principle (Lincoln & Guba, 1985). Heisenberg was looking 
at the movement of electrons around the nucleus and stated that on the one hand 
you could be sure about the speed of the electron but not about its position, or you 
could be sure about its position but not its speed. It was, therefore, impossible for 
an observer to be sure about both speed and position. Thus, if this argument holds 
for ‘hard’ science, it is probably true for the social sciences. The notion that findings 
are created through the interaction of inquirer and phenomenon (people in social 
sciences) is more plausible than the idea of objective observation of ‘things as they 
really are’.
Internal criticisms of the primacy o f quantification
Disjunction of grand theories with local contexts - the etic/emic dilemma -  The 
etic (outsider) theory brought to bear on an inquiry by an investigator may have little 
or no meaning within the emic (insider) view of studied individuals, groups, societies 
or cultures. Qualitative data, it is argued, are useful for uncovering emic views. For 
theories to be valid, they should be qualitatively grounded -  i.e. have been observed 
at some level in the real world.
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Exclusion of meaning and purpose -  human behaviour, unlike that of physical 
objects, cannot be understood without reference to the meanings and purposes 
attached by human actors to their activities. Qualitative data can provide rich insight 
into human behaviour.
Context stripping -  precise quantitative approaches that focus on selected subsets 
of variables necessarily strip from consideration, through appropriate controls or 
randomisation, other variables that exist in the context that might, if allowed to exert 
their effects, greatly alter findings. Qualitative data, it is argued, can redress that 
imbalance by providing contextual information.
Exclusion of the discovery dimension in inquiry -  conventional emphasis on the 
verification of specific, a priori hypotheses glosses over the source of those 
hypotheses. They are usually arrived at by the discovery process. Qualitative 
inputs can help identify and formulate these hypotheses for later testing through 
quantitative methods.
Inapplicability o f general data to individual cases -  this is described as the 
nomothetic/idiographic disjunction. Generalisations, although statistically 
meaningful, have no applicability in the individual case. Qualitative data can help 
avoid such ambiguities.
Guba and Lincoln set but the basic beliefs a range of alternative inquiry paradigms 
within qualitative research (Guba et al., 1994). These are contained in Table 5.1 
below. This table is not meant to be a comprehensive description of the different 
paradigms, just to give an illustration of the wide ranging approaches and beliefs 
within qualitative research.
128
Table 5.1: Basic beliefs of alternative inquiry paradigms (Guba et al., 
1994)
Item P o s it iv is m P o s tp o s it iv is m C r it ic a l
th e o ry
C o n s tru c t iv is m
O n to lo g y N aïve rea lism  -  
'rea l' rea lity  but 
app rehendab le
C ritica l rea lism  -  
‘rea l’ rea lity but 
on ly im perfectly  
and
probab ilis tica lly
apprehendab le
H istorica l 
rea lism  -  
v irtua l rea lity  
shaped by 
socia l, 
po litica l, 
cu ltura l, 
econom ic, 
e thn ics, and 
g e nde r values, 
crysta llised  
o ve r tim e
R ela tiv ism  -  local 
and spec ific  
cons truc ted , 
rea lities
E p is te m o lo g y D ua lis t/ob jectiv is t 
: find ings true
M odified dua lis t/ 
ob jectiv ist; critica l 
trad ition /com m un i 
ty; find ings 
probab ly true
T ransactiona l/
sub jectiv is t;
va lue -
m edia ted
find ings
T ransac tiona l/ 
sub jectiv is t; 
crea ted  find ings
M e th o d o lo g y E xperim enta l/
m an ipu la tive
verifica tion  o f
hypotheses;
ch ie fly
quan tita tive
m ethods
M odified 
experim enta l/ 
m anipu la tive; 
critica l m u ltip lism ; 
fa ls ifica tion  o f 
hypotheses; m ay 
include 
qua lita tive  
m ethods
D ia log ic /
d ia lectica l
H e rm eneu tica l/
d ia lectica l
Constructivist approaches are many and varied but they all derive from the same 
assumption that reality is socially constructed. Shotter argues against the view of 
people as social objects who can be observed and studied in the same way as 
phenomena in the physical world (Shotter, 1984). Practitioners of the constructivist 
approach believe that knowledge is actually constructions of reality and that 
people's perception of the world is an active process to which they bring to bear 
their own, and their environment's, pre-existing understandings of reality. This reality 
must be seen as a 'whole picture' that cannot be understood in isolation from an 
individual’s context. The context needs to include the experience which the observer 
brings to every new situation in the light of conceptual models built up from past 
experiences. The implication is that research should be conducted with the 'entity in 
context' for fullest understanding. This means that using the positivist approach to 
control of variables could impoverish interpretation of the whole social science.
It has been argued that the interpretation of personal reports needs to be done 
within a social context (Harre & Secord, 1972). This has two important implications.
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First, the phenomenon being studied (since it is a product of both individual and 
social processes) is likely to be complex, multi-faceted and may contain 
contradictions and inconsistencies. Second, there are no theory-free observations, 
data is inevitably selected and coloured by existing and developing theories. Truth is 
an elusive concept in this view since meanings "do not merely reflect the world as it 
exists, but are produced or constructed by persons and within cultural, social and 
historical relationships" (Berger & Luckman, 1967).
In recognising that social phenomena are constructed from the understandings and 
meanings that people bring to the social situation, constructivist inquirers would see 
that such constructions of reality would determine the behaviour adopted (Field & 
Morse, 1985). In this thesis, it is assumed in particular that participants’ 
interpretations of organisational development will affect their responses and actions 
toward the acceptance and further support of the introduced change. The method 
of gathering data is based on qualitative research techniques where participants are 
encouraged to describe and report their interpretations of how their organisation is 
developing.
5.3 The empirical study of innovation and organisational life 
cycles
Explaining organisational change has been an enduring quest of scholars in many 
disciplines. Change and development processes are central to such organisational 
phenomena as careers, group decision-making, organisational strategy formation, 
innovation and inter-organisation networks. To understand how organisational 
changes unfold, researchers have borrowed many concepts, metaphors and 
theories from other disciplines, ranging from child development to evolutionary 
biology. These include punctuated equilibrium, stage models of growth and decline, 
population ecology and chaos theory.
Organisational research has used different methods to investigate phenomena 
occurring in the workplace. Survey research has been, for a long time, the most 
commonly employed method in organisational environments. Administering 
questionnaires to a large number of employees would permit the possible 
generalisation of results to a wider population of employees with characteristics
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similar to those who participated in the sample. This has always been an attractive 
approach to gaining insights into how organisations work. Such generalisation has 
been cited in the literature as "statistical generalisation" {Y\r\, 1994): 10): By trying to 
enumerate frequencies and to discover causal links between variables, the focus of 
the research conducted in this tradition was to predict, and hence to control, 
organisational phenomena (Buckley, 1967). This approach, which is common in 
organisational research, is also evident in the study of organisational change. For 
instance, organisational climate.surveys have been used for analysing the role of 
the change of specific organisational elements in organisational evolution (van Riel,
1995).
It has been argued that conventional scientific methods are not particularly well 
suited for research on change and development processes (Scott Poole, Van de 
Ven, Dooley, & Holmes, 2000). It is argued that both quantitative and case methods 
have their shortcomings. Most quantitative methods and modern measurement 
theories and statistical analysis using the general linear model, are designed for 
analysis of static patterns rather than the dynamics of change (Crocker & Algina, 
1986; Abbott, 1988; Cronbach, 1990). Case methods are more sensitive to the 
many nuances of change, but their major drawback is small sample size, which 
renders them vulnerable to sampling error and limits generalisability. While several 
promising approaches to multiple case analysis (Miles & Huberman, 1984; Leonard- 
Barton, 1990; Miles & Huberman, 1994) have been developed, none afford the 
definitive, clear tests of hypothesis that are the hallmark of the quantitative methods.
As reviewed in Chapter Three, the organisational development literature includes a 
number of dynamic models of change and transformation. Greiner introduced the 
concept of the ‘organisational life cycle’, comprising birth, early development, 
maturity, decline and death, each characterised by different organisational 
processes (Greiner, 1998). In focussing particularly on expanding small 
organisations, he identified five overlapping growth stages -  creativity, direction, 
delegation, co-ordination and collaboration -  and suggested that the shift between 
any of these stages is characterised by distinct periods of crisis.
But as described in more detail in Chapter Three, Van de Ven et al have criticised 
life-cycle and other staged models as linear and deterministic (Van de Ven et al.,
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1999), and propose an ‘organic’ model of organisational innovation, with an initiation 
phase characterised by the creative generation of ideas, followed by ‘shocks’ 
(triggers that propel the organisation into action), and resource plans to ensure that 
the innovation can be developed. Underpinning these very different conceptual 
models, of course, is a somewhat different world view: do we, or do we not, live in a 
‘clockwork universe’ that can be broken down, studied component by component (or 
phase by phase), and whose workings can be fully explained and predicted by 
developing and refining a set of formulae?
The greater credibility of the Van de Ven approach stems not only from the more 
extensive use of qualitative methods to provide a rich and authentic picture of 
organisational reality, but also from the use of a longitudinal design to pursue 
prospectively the changes in this reality as they unfolded over a 17-year period. 
Whilst it is hard to argue against such a design as an ideal, it would be inappropriate 
to extend a PhD thesis over the typical time course of organisational development 
(decades). A more pragmatic approach has been chosen using a retrospective 
case study approach in which participants are asked to recount the,story of what 
has happened in their organisation. This approach will not allow the same level of 
hypothesis testing possible from a more prospective design. However, it does allow 
the researcher to capture some degree of social (and organisational) reality, and it is 
on these grounds that it is justified.
5.4 Explanation and justification of case study method
The choice of multiple case study design used in this thesis will be discussed in 
some detail in order to allow the investigation of organisation development and 
innovation in the contexts within which they occur. A multiple case study design 
approach permits analytic generalisation (Yin, 1994) in which a previously 
developed framework is used as a template with which to compare the empirical 
results of subsequent case studies. In this sense, it permits the transferability of the 
same phenomenon under different conditions when two or more cases are shown to 
support the same theory (Yin, 1994). In the main empirical research for this thesis 
(see Section 6.5 and 7.4) three case studies provided the context in which to 
examine the phenomenon of the development of research in general practice. Each 
case study used multiple qualitative data and also drew on some quantitative data.
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They were each conducted within a different PCT. The choice of using GPs, 
managers, nurses and administrators’ accounts of the development of research 
activity is important because this research has sought to try to understand how ‘the 
world of general practice research works’.
A case study is appropriate for cases where the research phenomenon should be 
investigated within its real-life context (Yin, 1994). Coming back to the present 
thesis, the ways in which GPs and their employees describe and interpret 
organisational development in their workplace is through narratives of real-life 
events. By stressing the holistic examination of a research phenomenon, case study 
research attempts to describe phenomena in a comprehensive way (Jorgensen, 
1989). Such a holistic approach is particularly useful for investigating phenomena 
occurring in a real-life situation, since these phenomena - unlike the ones generated 
in experimental settings - are more complex situations and cannot be manipulated. 
In real-life situations, it is very difficult for the researcher to draw clear boundaries 
between phenomena and their context (Yin, 1994).
The research design framing this thesis is based on multiple cases however, with a 
view to achieving 'analytic generalisation' (Yin, 1994): 31). In other words, the 
previously developed model of organizational development is used as a template 
with which to compare the empirical results of subsequent case studies. If two or 
more cases are shown to support the same model, analytic generalisation and 
transferability may be claimed (Yin, 1994). The evidence from multiple cases is thus 
often considered as more compelling, yielding more robust findings (Herriott & 
Firestone, 1983). In this thesis, the model of organizational development is tested in 
three other organisations, where the model specifies that the same results should 
occur (i.e. literal transferability).
This generalisation and transferability logic must be distinguished from the sampling 
logic commonly used in surveys. According to the sampling logic, a number of 
respondents (or subjects) are assumed to 'represent' a larger pool of respondents 
(or subjects), so that data from a smaller number of persons are assumed to 
represent the data that might have been collected from the entire pool. However, 
here each case study is a self-contained 'whole', in which convergent evidence is 
sought regarding the facts and conclusions for the case. Each case's conclusions
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are then considered to be the information needing to be transferred to other cases. 
Finally, the number of theoretical transfers considered necessary depends upon the 
researcher's sense of the complexity of the realm of external validity.
Gomm argues that, in some sense, all research is a case study (Gomm, 
Hammersley, & Foster, 2000b):
“there is always some unit, or set of units, in relation to which data are 
collected or analysed.”
In most cases the term ‘case-study’ is employed to identify a specific form of 
enquiry. This contrasts with other approaches used in the social sciences, namely 
experimentation and surveys. Case study usually refers to research that 
investigates a few cases, often just one, in considerable depth. These case studies 
are constructed out of naturally occurring social systems. These dimensions 
therefore distinguish case study research from experimentation and surveys. In 
experimentation the case is created by the researcher and in survey research, a 
small amount of data are gathered from a large number of cases. Therefore the 
focus of enquiry is entirely different from that used by case study methodology.
A useful distinction between experiment, case study and survey is made by Gomm 
et al in table 5.2 set out below (Gomm et al., 2000b):
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Table 5.2: Distinction between experiment, case study and survey 
(Gomm et al., 2000b)
E x p e r im e n t C ase s tu d y S u rv e y
Investiga tion R ela tive ly  sm all 
num ber o f cases
R elative ly sm all num ber o f 
cases (som etim es one)
R e la tive ly  large 
num ber o f cases
In fo rm ation  
ga thered  and 
ana lysed
a sm all num ber o f 
fea tu res o f each 
case
a large num ber o f fea tu res  o f 
each case
a sm all num be r o f 
fea tu res o f each  case
S tudy o f cases created in a 
w ay as to contro l 
the  im portan t 
variab les
natura lly  occurring  cases; o r in 
‘action resea rch ’ form , s tudy o f 
cases created by the actions o f 
the resea rcher but w here  the 
prim ary concern  is not 
contro lling  va riab le  to m easure  
the ir e ffects
a sam p le  o f na tu ra lly  
occurring  cases; 
se lected  in such a 
w ay as to m axim ise  
the sa m p le ’s 
rep resen ta tiveness  in 
re la tion to  som e 
la rger popu la tion
Q uan tifica tion  
o f data
is a prio rity is not a priority. Indeed 
qua lita tive  da ta  m ay be treated 
as superio r
is a p rio rity
A im E ither theore tica l 
in fe rence  -  the 
deve lopm en t and 
testing  o f theory  -  
o r the practica l 
eva luation  o f an 
in te rvention
M ain ly to understand the  case 
stud ied in itse lf A lte rna tive ly , 
the w ide r re levance o f the 
find ings m ay be concep tua lised  
in te rm s o f the  provis ion o f 
v ica rious experience  as a basis 
fo r ‘na tu ra lis tic  gene ra lisa tion ’ 
o r ‘trans fe rab ility ’
em pirica l
gene ra lisa tion , from  
a sam ple  to  a fin ite  
popula tion, though 
th is is som etim es 
seen as a p la tfo rm  
fo r theo re tica l 
in fe rence
Like many other methods, there can be a wide variety of forms of case study 
research, in terms of:
• The number of cases studied and the role of comparison
• The detail of the cases
• The sizes of the cases
• The extent to which researchers document the context of the case in terms of 
wider society and its history
• The extent to which they restrict themselves to description and explanation, 
or engage in evaluation and prescription
These variations depend on the purpose that the case is intended to serve. If it is 
concerned with developing theoretical ideas, as is the case in this thesis, it is likely 
to be more detailed and open-ended in character. This of course limits the number 
of cases studied and presented. If the case is designed to test or illustrate a
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theoretical point, then it will deal with the case as an instance of a type -  describing 
it in terms of a particular theoretical framework.
Many commentators regard case study as more than just a method. They argue 
that it involves quite different assumptions about how the social world can and 
should be studied from those other underlying approaches (Hamilton, 1980; Simons,
1996). It is seen by them as a distinct research paradigm. At the extreme, case 
study is viewed as more akin to the kind of portrayal of the social world that is 
similar to the methods used by writers of prose and poetry. In other words it is seen 
as a way of capturing and describing detail of the researcher’s world.
Stake draws on Van Maanen to suggest four approaches to ‘storying’ that the 
researcher may use to present in-depth case studies (Van Maanen, 1988):
1. Realist tales -  a direct, matter of fact portrait, a chronological or biographical 
development of the case;
2. Confessional tales -  the researcher’s personal account of coming to know 
the case and the challenges they faced;
3. Impressionist tales -  a sequential description of several major components of 
the case, “personalised accounts of fleeting moments of fieldwork case in 
dramatic form”] and
4. Illustrative tales -  the use of vignettes (storied episodes) to illustrate 
particular aspects of the case.
Using this taxonomy, a ‘realist’ approach is presented in this thesis, setting out 
portraits of the development of research activity, from a number of perspectives 
within the practices.
An important criterion for judging the rigour of a case study is evidence of the 
researcher’s reflexive awareness and the transparency of their inferences from the 
data. In order to ensure that these processes have been adhered to, the various 
stages of this research have been presented to academics within the School of
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Management on three separate occasions, a process which has helped reflection 
on, and development of, the arguments and analysis of the data.
Strengths and limitations of case studies
Case study has been described as ‘strong in reality’ -  that is, as having high 
potential for validity within the confines of the case itself (Stake, 1995). But as 
discussed in the previous section, researchers who have been raised on the 
conventional hierarchy of evidence (with randomised controlled trials at the top and 
anecdote at the bottom) often find it hard to identify much value on case study 
research. The central epistemological question might be put: to what extent does 
case study trade external validity (i.e. direct transferability to other contexts) for 
internal coherence and richness, and (conversely) to what extent will a detailed and 
systematic analysis of one unique ‘case’ give us robust, transferable lessons for 
elsewhere?
The question is much debated amongst case study theorists (see for example a 
recent compilation (Gomm et al., 2000b)). Yin takes a conventional scientific view 
that a case is only meaningful as a member of a sociological family of cases which 
provide the analytical framework to understand it {“previously developed theory is 
used as a template with which to compare the empirical results of case studies” 
(Yin, 1994)). Stake, in contrast, argues from an interpretive perspective that the 
case is meaningful in its own right (the ‘sample of one’ -  or what he calls the 
intrinsic study of the valued particular”). (Stake, 1995)
May, quoted in Simons, describes how his understanding of trees was changed 
forever when he saw a painting by Cézanne (Simons, 1996). The tree in the 
painting was not statistically representative of trees in general, nor did it contain 
features present in every tree. Nevertheless, the qualities that Cézanne had 
illuminated in his particular tree enabled the author to see every subsequent tree 
through new eyes. Simons argues that the hallmark of a good case study is this 
metaphorical (rather than scientific) generalisability.
Thor et al. describe a five year case study of an ambitious quality improvement 
initiative in an acute hospital based on ‘learning facilitators’ who helped a total of 93
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project teams (Thor et al., 2004). The researchers attributed the success of the 
facilitators to allowing each clinical team to remain in charge of their ideas and 
adopting a supportive role that comprised (a) providing feedback on ideas and 
progress; (b) helping with demanding (and sometimes menial) tasks; (c) developing 
specialist skills and experience in quality improvement; and (d) taking responsibility 
for small practicalities such as refreshments for meetings. Arguably, the validity of 
this case does not rest on (nor would it be enhanced by) the presence of a ‘control 
group’ or ‘comparative cases’; it rests on the authenticity of the observations and 
interpretations about what happened in this case. Of course, it is not possible to 
extrapolate these findings in any simple way to every quality improvement project 
(for example, there is no guarantee that providing cookies at meetings will always 
improve the quality of decisions). But it is possible to learn a general lesson from a 
facilitation approach characterised by ‘mucking in’ and taking account of specific 
contextual features (in this case, that meetings were often held over mealtimes). .
Another potential limitation of in-depth case study is that because of the detailed 
contextual information necessary to understand the case, organisations (and the 
individuals within them) may be identifiable. Elwyn et al. have described a way of 
fictionalising organisational case studies by first abstracting key themes from a 
range of cases (for example, high user expectations, lack of cash, external policy 
mandates, and so on), and then writing a new story that includes all these key 
themes (Elwyn, Hocking, Burtonwood, Harry, & Turner, 2002).
5.5 Theoretical controversies about case study methodology
There are some issues arising from the differences in view about the nature and 
purpose of case study.
Generalisability
A frequently mentioned aim of science is prediction. The aim of case study work is 
to draw, or to provide a basis for drawing conclusions about some general type of 
phenomenon or about members of a wider population of cases. A question arises 
here, though, as to how this is possible. Some argue that what is involved is a kind 
of inference or generalisation that is quite different in character from statistical
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analysis being logical, theoretical or analytical in character (Mitchell, 2000; Yin, 
1994). Other suggest that there are ways in which case studies can be used to 
make what are in effect the same kind of generalisations as those which survey 
researchers produce (Scofield, 2000; Gomm, Hammersley, & Foster, 2000a). Still 
others argue that case studies need not make any claims about the generalisability 
of their findings, that what is crucial is the use others make of them: that they feed 
into the processes of ‘naturalistic generalization’ (Stake, 2000), or facilitate the 
‘transfer’ of findings from on setting to another on the basis of ‘fit’ (Lincoln & Guba, 
2000; Guba & Lincoln, 1989).
Causal or narrative analysis
Case study researchers sometimes claim that by examining one or two cases it is 
possible to identify causal processes in a way that is not feasible in survey research 
(Connolly, 1998). This is because the case is studied in depth, and overtime rather 
than at a single point. It is often argued that, by contrast with experiments, case 
study research can investigate causal processes ‘in the real world’ rather than in 
artificially created settings. Other formulations of this argument emphasise that 
outcomes can always be reached by multiple pathways, so that narrative accounts 
of events in particular cases are essential if we are to understand those outcomes 
(Becker, 2000). Here, parallels may be drawn with the work of historians. However, 
whichever form this argument takes, there are questions about how to distinguish 
contingent from necessary relationships among events of only one or a small 
number of cases is being studied, and about what role theory plays in 
causal/narrative analysis (Hammersley, Gomm, & Foster, 2000).
Some case study researchers argue that they can identify causal relation through 
comparative analysis, for example by means of John Stuart Mill’s methods of 
agreement and difference or via analytic induction. Sometimes, comparative 
method is seen as analogous to statistical analysis (Skocpol, 1979); but often a 
sharp distinction is drawn between the ‘logics’ involved in ‘statistical’ and ‘case 
study’ work. (Mitchell, 2000; Becker, 2000). Nevertheless, questions have been 
raised about whether there is any difference in logic (Robinson, 2000) as well as 
about the adequacy of Mill’s canons and of analytic induction as a means of 
producing theory via case study (Lieberson, 2000).
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The nature of theory
W hile  m any researchers em phasise the role of theory, they differ in their views  
about the nature of the theoretical perspective required. For som e it must be a 
theory which m akes sense of the case as a bounded system  (Sm ith, 1978). Here, 
the em phasis is on cases as unique configurations that can only be understood as 
w holes. For others, the task of theory is m ore to locate and explain w hat goes on 
within a case in term s of its w ider societal context (Sharp, 1982; Burawoy, 1998). 
W ithout this, it is argued, intra-case processes will be m isunderstood. Indeed, it is 
often argued that analysis of a case alw ays presum es som e w ider context; so the  
issue is not w hether or not a macro theory is involved but rather how explicit this is 
and w hether it is sound.
Authenticity and authority
Som etim es, case study research is advocated on the basis that it can capture the  
unique character of a person, situation, group and so on. H ere there  m ay be no 
concern with typicality, in relation to a category, or generalisability to a population. 
Th e aim  is to represent the case authentically ‘in its own term s’. In som e versions, 
this is seen as a basis for discovering symbolic truths of the kind that literature and  
art provide (S im ons, 1996). There are questions here, though, about w hat this 
involves. A fter all, different aesthetic theories point in divergent directions (Adorno, 
Bejam in, Bloch, Brecht, & Lukacs, 1977).
T h e  com m itm ent to authenticity m ay also be based on rejection of any claim  to 
authority on the part of the case study researcher, and/or on the idea that case  
study can be used to amplify the unique voices of those w hose experience in, and  
perspective on, the world are unknown, neglected or suppressed. H ow ever, 
questions have been raised about this position, not just by those com m itted to the  
natural science m odel or by those who em phasise the role of m acro theory, but by 
som e constructionists and postmodernists. The ir argum ents underm ine the notion 
of authenticity by denying the existence of any real situation that is independent of 
investigations of it; by questioning the legitim acy of researchers speaking on behalf 
of (or even  acting as m ediators for) others; and/or by challenging the idea that 
people have unitary perspectives which are available for case study description.
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5.6 Methodological approaches to case study
S take argues that case studies are useful in the study of hum an affairs because  
they are ‘dow n-to-earth ’, but also that they are epistem ologically in harm ony with the  
read er’s experience and thus to that person a natural basis for generalisation  
(S take, 2 0 00 ). H e argues that there is a difference betw een prepositional and tacit 
know ledge. Prepositional knowledge -  the know ledge of both reason and gossip -  
w as seen  to be com posed of all interpersonally sharable statem ents, most of which  
for m ost people
Yin argues that there are five com ponents which are especially im portant (Yin, 
1994):
a) a study’s questions;
b) its propositions, if any;
c) its unit(s) of analysis;
d) the logic linking the data to the propositions; and
e) the criteria for interpreting the findings.
T h e se  will be looked at in turn.
A study’s questions
Yin argues that the case study strategy is most likely to be appropriate for ‘how ’ and  
‘w hy’ questions. H ence the choice of this' m ethodology for this thesis, w h ere  the  
research question is ‘how do research activity and research organisations develop  
in general practice?’ Th e  sub-question: ‘why do som e G P s choose not to be  
involved in research?’, is again a suitable topic to be addressed through case study  
methodology.
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A study’s propositions
T h e  research question sets out w hat should be studied; how ever the researcher 
also needs to determ ine a study’s propositions. For exam ple, G Ps will becom e  
involved in research because it provides individual, patient and organisational 
benefits. This then helps to point the researcher to w hat should be studied (Yin, 
1994). This proposition, besides reflecting an im portant theoretical issue also  
begins to tell the researcher w here to look for relevant ev idence (speaking to G P s  
about why they get involved in research).
Unit of anaiysis
T h e  third com ponent is related to the fundam ental problem  of defining w h at the  
‘c a se ’ is. T h e  case can be an individual, an event, an entity or an organisation. Yin  
states that ‘...ten ta tive  definition of the unit of analysis (and therefore the case) is 
related to the w ay you have defined your initial research questions’ (Yin, 1 9 9 4  p 23). 
O nce the general definition of the case has been established, other clarifications in 
the unit of analysis becom e important. If the unit of analysis is a sm all group (for 
exam ple  a general practice), the persons to be included within the group (the  
im m ediate topic of the case study) must be distinguished from those w ho are  
outside it (the context for the case study).
Linking data to propositions
Yin argues that this can be done in a num ber of w ays (Yin, 19 94  p26), but none has  
becom e precisely defined as the assignm ent of subjects and treatm ent conditions in 
psychological experim ents (w here hypothesis and data are connected in 
psychology). O n e w ay is the idea of ‘pattern m atching’ described by C am pbell 
(C am pbell, 1975) w here several pieces of information from the case study m ay be  
related to som e theoretical proposition. In this thesis the theoretical proposition  
used to exam ine organisational developm ent is that of V an  de V en  (V an  de  V en  et 
al., 1999) who has describes a process of shocks and setbacks resulting in 
organisational change. It is this theoretical fram ew ork which will be used to link data  
to the propositions of the research.
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Much of the data for the case study will collected using sem i-structured, opened  
interviews. This approach, as has been described above, w as chosen to allow  
greater depth and understanding to arise from the data gathered. This research  
uses the Fram ew ork approach to analyse and present these data (Ritchie, Spencer, 
1994). This is discussed in greater detail in the next chapter (Section 6 .2 ).
5.7 Evaluating the quality of case study research
C as e  study m ethod, like any accepted research approach, has its own list o f quality  
standards. This includes construct validity, external validity, and internal validity, 
reliability. This list is m ore com plex than the standard ‘validity’ and ‘reliability’ 
concepts and each item will be explored in m ore depth. For case studies, Yin  
argues (1994 , p35) that several approaches should be used in dealing with these  
tests and that this process is iterative rather than simply applied at the initial 
research design stage. T h ese  quality m easures are sum m arised in table 5 .3  below.
Tab le  5.3: Q u a lity  m easures  fo r  case s tu d y  resea rch  (Y in, 1994 p35)
T e s ts C ase s tudy tactic Phase o f research in 
w h ich  tac tic  occurs
C onstruc t
va lid ity
•  Use m ultip le  sources o f evidence
•  Estab lish  chain o f evidence
•  H ave key in fo rm ants  rev iew  d ra ft case s tudy 
report
D ata co llec tion  
D ata co llec tion  
C om position
in te rna l
va lid ity
•  Do patte rn-m atch ing
• Do exp lanation -bu ild ing
• A dd ress  rival exp lana tions
• Use log ic  m odels
D ata ana lys is  
D ata ana lys is  
Data ana lys is  
D ata ana lys is
E xterna l
va lid ity
•  Use theory  in s ing le -case  stud ies
•  Use rep lication log ic  in m u ltip le -case  stud ies
R esearch  design  
R esearch  design
R e liab ility •  Use case s tudy protocol
• D eve lop  case s tudy data base
D ata co llec tion  
Data co llec tion
Construct vaiidity
This is about establishing the correct operational m easures fo r the concepts being  
studied. In other words, it is about making sure that the researcher is truly 
m easuring w hat the researcher sets out to m easure. It tends to be a critical aspect 
of questionnaires and surveys, particularly w here scaling is required. This can be  
problem atic in case study research and w here the investigator fails to develop a 
sufficiently operational set of m easures and ‘subjective’ judgem ents are used to
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collect data. For exam ple, in looking at how research activity develops in general 
practice, it could be argued that it is difficult to see w hether the recorded changes in 
each case study genuinely reflect critical events within a practice or w hether they  
happen to be based on the researcher’s impressions only.
Practice developm ent can cover a w ide variety of phenom ena: doctor turnover, 
building deterioration, changes in the type of service required by the G overnm ent, 
shifts in the N H S  funding structures. In order to m eet the test of construct validity, 
the m ethods in this study must cover two steps:
a) choose the aspects of a general practice to be m easured (to show  that it is 
developing research capability) and m ake sure that they relate to the original 
research question and;
b) dem onstrate that the selected m easures of these developm ents do indeed  
reflect the specific types of developm ent that have been selected (i.e. m ake sure  
that the study is m easuring w hat it sets out to m easure).
Th ere fo re  in this case specific outcom e m easures are needed which track and  
represent the level of research developm ent -  for exam ple, num bers of projects  
undertaken, level of research funding attracted, num bers of publications, num bers of 
research staff em ployed. Yin (1994 , p36) argues that three approaches are  
availab le to increase the construct validity w hen doing case studies:
“The first is the use if multiple sources of evidence, in a manner encouraging 
convergent lines of inquiry, and this tactic is relevant during data collection. 
A second tactic is to establish a chain of evidence, also relevant during data 
collection. The third tactic is to have the draft case study report reviewed y  
key informants.”
Internal validity
This is im portant for explanatory or causal studies only and not for descriptive or 
exploratory studies. This research in this thesis is not trying to establish a causal
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link betw een events, although it is looking to provide a level of explanation. Internal 
validity is the test to see if there is a causal relationship betw een different factors, 
w h ereby  certain conditions are shown to lead other conditions, as distinguished  
from, spurious relationships. This test is necessary if the research is trying to claim  
that a particular event or phenom ena directly caused another.
Y in argues that the concern over internal validity, for case study research, m ay be 
extended to the broader problem of making inferences (Yin, 1994 p36). In this case  
an inference m ay be m ade in a situation w here an event cannot be directly 
observed. Therefore the researcher m ay ‘infer’ that a particular event resulted from  
som e earlier occurrence based on interview and docum entary evidence collected as 
part of the case study. For exam ple, funding, which has been m ade available, could 
be inferred as the trigger for increased research activity in a particular general 
practice. O ne needs to question if this inference is correct or are  there  alternative  
explanations? A  research design that has anticipated these questions has begun to 
deal with the overall problem  of making inferences and therefore the specific 
problem  of internal validity. T h e  specific tactics for achieving this result are difficult 
to identify. Th ere  are several approaches which could be used: pattern m atching, 
explanation building, addressing rival explanations and using logic m odels.
External validity
Again Yin argues that this is about establishing how broadly a case study’s findings  
can be generalised beyond the im m ediate case study (Yin, 1994). It could be  
argued that single case studies offer a poor basis for generalising. In contrasting  
case studies with survey research, in which a sam ple (if selected correctly) readily  
generalises to a larger population, then there m ay be a problem . H ow ever, this 
analogy to sam ples and populations is incorrect w hen dealing with case studies. 
Survey research relies on statistical generalisation, w here as case studies rely on 
analytical generalisation. In analytical generalisation, the investigator is striving to 
generalise a particular set of results to a broader theory.
For exam ple, the theory of lifecycle developm ent of research activity in general 
practice w as identified in the first case study looking at research general practices in
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Blue Tow n. This sam e theory w as applied to subsequent case studies and allowed  
the researcher to test w hether it was generalisable to the other cases.
A  theory m ust be tested by replicating the findings in other case studies w here the  
theory has specified that the sam e results should occur. If direct replications have  
been m ade, the results might be accepted as providing strong support for the  
theory, even though further replications have not been perform ed.
Reliability
Reliability is about w hether w e can trust the research and w hether if it w ere  
repeated, sim ilar results would be generated. R esearchers need to be sure that if a 
later investigation followed the sam e m ethods and procedures again, the sam e  
findings and conclusions would arise. T h e  goal of reliability is to m inim ise the errors 
and biases in a study. O ne prerequisite for allowing other researchers to repeat an  
earlier case study is to docum ent the procedures followed in earlier cases.
T h e  general w ay of approaching the reliability problem  is to m ake as m any steps as  
operational as possible.
5.8 Multiple-case designs
T h e  sam e study might contain m ore than a single case. In this research, th ree in- 
depth, m ulti-m ethod, case studies w ere  exam ined in different P C T  areas. W h y  
would one choose a multiple- rather than a single case design? M ultiple case  
studies have been considered a different m ethodology from single case  studies  
(Eckstein, 1975; Lijphart, 1975; G eorge, 1979). Yin argues that single- and m ultiple- 
case designs are variants within the sam e m ethodological fram ew ork (1 9 9 4 , p46).
Yin goes on to argue that m ultiple-case designs have ad van tages and 
disadvantages in comparison to single-case designs. First, their ev idence is often  
considered m ore compelling, and the overall study is therefore regarded as being  
m ore robust (Herriott et al., 1983). At the sam e tim e, the rationale for s ing le -case  
designs usually cannot be satisfied by multiple cases. S ingle case studies are  
usually applied to the unusual or rare case, the critical case, and the revelatory
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case. Undertaking a m ultiple-case study approach can be tim e consum ing and  
resource intensive and m ay not be practical for certain situations.
Th e  logic is used in selecting the multiple case study approach is usually focused on 
trying to replicate the original findings and therefore im prove the internal and  
external validity of the study. This is analogous to the approach used by scientists  
in a lab conducting multiple experim ents (H ersen & Barlow, 1976). Th erefo re  a 
scientist m ay discover a significant finding from a single experim ent and try to 
replicate this by conducting a second, third, and even more experim ents. S o m e of 
the replications might have been carried out with the exact conditions of the original 
experim ent and others might have altered one or two experim ental conditions 
considered irrelevant to the original finding. This is to see w hether the finding could 
still be duplicated. W ith such replications showing the sam e results, then the  
researcher would consider the original finding to be robust and worthy of further 
investigation or interpretation. The logic can be applied to the use of m ultip le-case  
studies. Each case must be carefully selected so that it either (a) predicts sim ilar 
results (a literal replication) or (b) predicts contrasting results but for predictable  
reasons (a theoretical replication). Th e  case studies investigated in Blue, G reen  
and Red Tow n w ere chosen for theoretical replication purposes.
An im portant step in all of these replication procedures is the developm ent of a 
robust theoretical fram ework. This is usually developed from theoretical and  
em pirical studies within the literature. Th e  fram ew ork needs to be c lear about the  
conditions under which a particular phenom enon is likely to be found (a literal 
replication) as well as the conditions w hen it is not likely to be found (a theoretical 
replication). T h e  theoretical fram ew ork later becom es the vehicle for generalising to 
new  cases and if som e of the empirical cases do not work as predicted, m odification  
m ust be m ade to the theory.
In this research, the proposition is that research develops in general practice  
following G reenhaigh et al's model of diffusion of innovation (G reenhaigh  et al., 
2 0 0 4 a ). To  pursue this proposition in a multiple case study design, an initial case  
study is undertaken to determ ine if research activity and practices do develop in this 
m anner. If this theory is appropriate, two further cases could be selected to test this 
out and here the research would be looking for a literal replication. O f course, in
147
choosing these case studies, it would be im portant to ensure that the context facing  
the practices w as sim ilar w herever possible. This context would include sim ilar 
external m echanism s for research support, sim ilar research m anagem ent and  
governance arrangem ents and similar practice sizes and interests.
T h e  replication logic, w hether applied to experim ents or to case studies, is very  
different from the sampling logic used in surveys. T h e  sam pling logic requires an  
understanding and description of the w hole population of pool of potential 
respondents and then a statistical procedure for selecting a representative sam ple  
of respondents to be surveyed. The resulting data from the sam ple are assum ed to 
reflect the entire population, with inferential statistics used to establish the  
confidence intervals for which this representation is actually accurate. T h e  entire  
procedure is com m only used when an investigator w ishes to determ ine the  
prevalence of frequency of a particular phenom enon. This approach is not used  
here as hard generalisations of a particular theoretical fram ew ork to the w ider  
population are not claim ed at this stage.
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5.9 Systematic review of management and organisational 
research: the meta-narrative approach
A  system atic review  is a literature review undertaken according to an explicit, 
rigorous and transparent method. Th e  system atic review  of com plex ev idence  
(especially but not exclusively in relation to policymaking questions) is a particularly  
challenging area  methodologically. Such reviews typically dem and repeated  
iterations of the research question, cover large bodies of evidence, include m any  
different research designs, and require the judicious com bination of qualitative and 
quantitative data (D ixon-W oods, Agarwal, Young, Jones, & Sutton, 2004; M ays, 
Popay, & Pope, 2 0 04 ). Furtherm ore, system atic reviews com m issioned by 
policym akers em body a tension betw een academ ic values (such as focus, rigour, 
accuracy, and com prehensiveness) and service values (such as tim escale, fitness 
for purpose, value for m oney, and credibility with decision-m akers).
D ixon-W oods et al. have recently published an overview  of synthesis m ethods for 
com plex evidence (D ixon-W oods, Agarwal, Jones, Young, & Sutton, 2 0 0 5 ). Implicit 
in their work is a distinction betw een ‘review ’ (a generic term  that can refer to just 
about any sum m ary of the literature) and ‘synthesis’ (a technique for producing  
know ledge that is in som e sense m ore than the sum of its parts). In any taxonom y  
of review  m ethods, critical em phasis must be placed on the technique used to 
achieve synthesis over and above summ ary. In reviews of quantitative evidence, for 
exam ple, the m ain synthesis method is statistical m eta-analysis, in which the point 
estim ate and confidence intervals of effect size in individual studies all contribute to 
a new  point estim ate and (m ore precise) confidence interval. Synthesis techniques  
that can be used across primary qualitative studies include m eta-ethnography, 
cross-case analysis using the expanded matrix technique, and grounded theory  
applied across studies (D ixon-W oods et al., 20 05 ). Techniques for synthesising  
data from both qualitative and quantitative prim ary studies include ‘quantifying’ 
qualitative data using either content analysis (Evans & Fitzgerald, 2 0 0 2 ) or Bayesian  
m eta-analysis (Roberts, Dixon-W oods, Fitzpatrick, Abram s, & Jones, 2002); 
‘quantising’ quantitative data (Tashakkori & Teddi, 1998); or using a m atrix approach  
to com bine them es derived from quantitative data with a separate  them atic  analysis  
of qualitative data (a technique that is becoming known as ‘the E P P Icentre  m eth od ’
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(Thom as et al., 2 0 04 ). In addition. M ays and colleagues have argued that narrative  
synthesis (a form alised version of the expert overview , in which “qualitative and 
quantitative evidence are juxtaposed as text and numbers, but with increasing use 
of techniques and presentational devices such as conceptual mapping and tabular 
summaries’) constitutes a synthesis method in its own right (M ays et al., 20 0 4 ).
A nother increasingly popular approach to reviews of com plex evidence, advocated  
especially (though not exclusively) for policy questions, is realist synthesis (Paw son, 
G reenhaigh, Harvey, & W alshe, 2 0 04 ). All these m ethods have strengths and  
w eaknesses and will prove m ore or less appropriate for different sorts of secondary  
research question, different primary research designs, and different datasets (D ixon- 
W oods et al., 2005; M ays et al., 20 04 ). Th e  m eta-narrative m apping technique as  
followed in this particular study has m any parallels with realist review, but it could 
also be applied to reviews of com plex evidence that do not adopt a realist fram e of 
reference.
5.10 Summary
This chapter has set out the philosophical stance to this thesis. O verall, a 
constructivist approach has been adopted in try to understand how research activity 
develops in general practice. The assumption is that know ledge consists of those  
constructions about which there is relative consensus -  in other words, consensus  
betw een the researcher and the respondents. Argum ents have been presented for 
a multiple case study approach with a single unit of analysis -  the practice. Th is will 
allow the researcher to com pare and contrast findings ensuring as m uch  
generalisability, validity and reliability from the research as is possible given the  
constraints of tim e and resources. Exploratory research and case study approaches  
involve a num ber of iterations and pilots. These will be described in detail within the  
M ethods Chapter. Ultimately, knowledge will accum ulate in a relative sense through  
the form ation of ever m ore informed and sophisticated constructions via the  
dialectical process. The use of case study allows a transfer of know ledge from  one  
setting to another through vicarious experience. This chapter has also briefly set 
out a justification, from a philosophical stance, of the rejection of a conventional 
‘quantitative’ approach to the systematic review of com plex ev idence in organisation  
and m anagem ent.
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Chapter Six Methods
6.1 Research question and design
T h e  research question for this PhD  is: how does research activity develop in general 
practice? In answering this, the research draws on a num ber of different m ethods  
and in particular the following approaches have been used:
• A  literature review, including an overview  of the literature on organisational 
lifecycles and a system atic review on organisational innovation in the service  
sector; as these form ed the background literature review  for this thesis, the  
m ethods are covered in C hapters Th ree  and Four
•  Sem i-structured interviews
•  M ulti-m ethod case studies
T h e  theoretical justification for using this approach is set out in the previous chapter  
(C h ap ter Five). This chapter describes the m ethods w ere used and how the data  
w ere analysed. Th ere  w ere four stages to the em pirical research for this thesis, and  
th ese  will be covered sequentially. Th e  stages were:
1. Exploratory research on w hy G P s becom e involved in research and the utility 
of accreditation in developing this research. Th e  unit of analysis in this 
section is the individual GP;
2. Lifecycle research -  looking at how general practices develop their research  
activity. Th e  unit of analysis here w as now the general practice and the focus  
of the research was innovation;
3. In-depth case studies on the developm ent of research within practices in four 
P C T  areas; and
4. Exploratory research on why G Ps, who are interested, choose not to becom e  
involved in research activity.
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6.2 Data analysis: the 'Framework’ approach
A  system atic approach to data analysis is essential; it is the key to developing  
rigorous and valid theory from the large and unwieldy collection of data from the  
interviews. Ritchie et a l’s analytic approach Fram ew ork (R itchie et al., 1994) 
facilitates the system atic analysis of qualitative data in a w ay  which is transparent 
and reproducible. ‘Fram ew ork’ is not a purely m echanical linear process but is 
dependent upon the conceptual and creative ability of the analyst to determ ine  
m eaning, salience and connections from the data. Th e  data are sifted, charted and  
sorted according to key issues and them es. Th e  five key stages are shown in Box 
6.1 below.
B o x 6.1 : F ram ew ork  -  5 key s ta g e s
(i). Fam iliarisation With the data
(ii). Identification of a them atic fram ew ork
(iii). Indexing of transcripts
(iv). Charting
(v). M apping and interpretation
(i). Familiarisation: transcribing the interview audiotapes allows a fam iliarisation  
with the data, a process begun during the interview itself. Listening to the  
audiotapes, transcribing audiotapes, reading transcripts and listening again to 
the tapes provides the researcher with the opportunity to becom e im m ersed  
and fam iliar with the data.
(ii). Identification of a them atic fram ework: developing this them atic  fram ew ork  
com es partly from the data and partly from the theoretical fram ew ork  
identified from the literature review. Therefore  it consisted of a priori issues, 
em ergent issues from the respondents and/or analytical them es arising from  
recurrence or patterning of particular views or experiences.
(iii). Indexing: indexing is the system atic application of the them atic fram ew ork to 
the data in its textual form, all data are included and linked num erically to the  
them atic  fram ework. The them atic fram ew ork developed in stage (ii) is used  
to index each interview transcript.
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(iv). Charting: in order to build up a picture of the data as a whole, the data needs  
to be lifted from its original context and rearranged, charted according to the  
appropriate them atic reference. Using a them atic approach each chart w as  
developed according to subject headings with the them es reading across the  
rows, across all respondents. The first stage of charting involved setting up 
one chart using the initial a priori interview guide questions to define the  
them es. All the relevant data within these them es is recorded in a  
spreadsheet and from this chart separate  charts for each them e are  
constructed. W ithin each sub-chart, subheadings are identified from the  
data. S om e qualitative data analysis m ethods require cutting and pasting  
chunks of verbatim  text and regrouping these into them es; charting involves  
abstraction and synthesis of a distilled sum m ary of the respondents’ view s or 
experience, each entry w as referenced back to the relevant transcript so that 
sources could be traced and illustrative passages for possible quotation w ere  
similarly referenced.
(v). M apping and interpretation: once all the relevant data from the transcripts  
w as sifted and charted according to core them es, the next process is to pull 
together the key characteristics of the data and to m ap and interpret the data  
set as a whole. This involves defining the key them es and m apping their 
range, considering both the dom inant views and the alternative view s. This  
allows the researcher to develop explanations for groups of sim ilar them es  
and to look for associations both within and across participants. T h e  
interpretation and analysis of the data has rem ained grounded in the data  
collected.
T h e  ‘F ram ew ork’ approach could be criticised as potentially distorting the reality it 
seeks to understand, and in particular of imposing categories on the data  that are  
not inherently there. However, all approaches to qualitative data analysis have their  
critics, and a ‘Fram ew ork’ approach w as considered (a) adequately robust and w ell- 
established as a m ethod of analysis and (b) pragm atically feasib le within the tim e  
and resource constraints of the empirical work, and (c) particularly w ell suited for 
policymaking questions. W hen  undertaking this work, it is im portant to b e ar in mind  
the potential limitations of the analytic m ethod, especially the theoretical problem  of
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imposing categories on the data. This them e will be returned to ,in  the Discussion  
C hapter.
6.3 Stage one: Exploring why GPs become involved in research
T h e  initial focus in this research w as on why G P s participate in research and the  
role of accreditation in supporting and developing research activity. V e ry  little 
previous research had been undertaken in this a rea  and so this initial study w as  
exploratory in nature. It involved a series of open-ended sem i-structured interviews  
with key informants. Th e  main research objective of this stage was:
•  To  identify why G P s becom e involved in research activity.
This initial research w as undertaken with research practices that w ere involved in 
piloting the Royal College of G eneral Practices Prim ary C are  R esearch T e am  
A ssessm ent Exercise. T h e  practices w ere selected by the researcher with gu idance  
from the P C R T A  Project Group. Th e  selection process w as informed by the  
progress that practice sites had m ade. A  total of tw elve pilot sites w ere  selected. 
Criteria for inclusion were:
•  Investigator-led vs. collaborator practices'
•  Sm all, m edium  and large practices (in term s of num bers of partners)
•  G eographic location (London, Essex, South W iltshire, Som erset, D evon)
T h e  study comprised:
•  A  sem i-structured interview with at least two m em bers of each practice
•  Sem i-structured interviews with at least two m em bers of practices who  
expressed interest in the schem e and then chose to w ithdraw
' The  accep ted  taxonom y fo r research practices a t the tim e  w as ‘inves tiga to r-led ’ (a lead c lin ic ian  in a 
practice  took  the lead on independen t research) and ‘co llabo ra to r’ (the p ractice  w as part o f a la rge r 
co llabo ra tion  such as the  M R C  G PR F). Th is c lassifica tion  is re jected  (la te r in the  research) in fa v o u r 
o f the  one p resented in the  ana lys is  section (7.3), but a t the  tim e  o f in itia l sam p ling , the  re se a rch e r 
w as constra ined  by w ha t w as considered by the  R CG P to be the  im portan t d iffe rences be tw een  
practices.
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For each practice, key informants from each of the above groups had been  
identified in advance by the Project M anag em ent Group M em bers. T h e  sem i­
structured interviews w ere audiotaped with consent, transcribed and analysed using 
a fram ew ork developed by the researcher from the needs of the evaluation and the  
nature of the data generated. The fieldwork w as review ed, approved and m onitored  
by the R C G P  Project M anagem ent Group and the Accreditation Evaluation Group. 
Th e research process is sum m arised in Figure 6.1 .
F igu re  6.1: S tage one  research  p ro ce ss : phases  and tim in g
M a y  2 0 0 0
P h a s e  4 : A n a ly s is  a n d  p re s e n ta tio n  o f 
f in d in g s
P h a s e  2: S e le c t io n  o f  p ilo t P ra c tic e s  b y  
P C R T A  p ro je c t g ro u p
P h a s e  3: in te rv ie w s  w ith  k e y  in fo rm a n ts  in 
p ilo t p ra c t ic e s
P h a s e  1: C o lle c t io n  o f  d a ta  on  P C R T A
N o v e m b e r  2 0 0 0
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A  draft interview guide w as piloted with a research lead in one research practice. A  
sum m ary of topics covered in the semi-structured interviews with pilot sites is 
provided in Box 6 .2 . Key informants included the practices’ partners and staff, 
P C R T A  assessors and m em bers of the P C R T A  Project T eam .
B o x  6.2: S u m m a ry  o f in te rv ie w  p ro m p ts  fo r  s tage  one
W h y  th e  p ra c t ic e  b e c a m e  in v o lv e d  in re s e a rc h .
H o w  th e  p ra c t ic e  d e v e lo p e d  its  re s e a rc h  a g e n d a  a n d  th e  s c o p e  o f  re s e a rc h .
T h e  lo g is t ic s  o f  re s e a rc h  a c tiv ity  in g e n e ra l p ra c tic e .
T h e  p e rc e iv e d  b e n e fits  o f  h o s tin g  re s e a rc h .
T h e  im p a c t o f  re s e a rc h  on  th e  w id e r  p ra c t ic e  a n d  its  s e rv ic e  d e liv e ry  a c tiv it ie s .
T h e  im p a c t a n d  b e n e fits  o f  re s e a rc h  on  p a tie n ts  a n d  o th e r  s ta ff.
H o w  th e  p ra c t ic e  m ig h t w id e n  its  in v o lv e m e n t in re s e a rc h .
All interviews w ere audio-taped with consent, transcribed and analysed using 
Fram ew ork, an approach designed for policy analysis (R itchie & Spencer, 1994) and  
justified in Section 6.2 . Th e  fram ew ork used for charting and analysis of data w as  
developed by the researcher from the needs of the evaluation and the nature of the  
data generated. Although the results w ere not generalisab le across all practices, 
because the sam ple w as not a truly representative one, they aim  to describe key  
processes and reasons for getting involved in research activity. T h e  practices (and  
the G P s) involved in this study w ere self-selecting, in that they had all agreed to 
participate in a pilot project to evaluate the P C R T A  schem e. T h e s e  practices had all 
been involved in research activity for a num ber of years and w ere  also confident that 
they had the organisational fram ew ork (systems, protocols and infrastructure) that 
would m eet the requirem ents of the Royal College of G eneral Practitioners’ Prim ary  
C are  R esearch T e am  Accreditation schem e.
6.4 Stage two: Developing an organisational perspective on 
research in general practice
This stage looked at research as an exam ple of an organisational innovation. This  
w as due to the fact that a) findings from S tage one did not ap p ea r to explain the  
processes that w ere behind the success or failure of G Ps to develop research
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activity, although they did give som e key insights into G P s ’ choices and motivation  
to participate in research; and b) the funded system atic review  o f diffusion of 
organisational innovations (see C hapter Four) had led to the discovery of a 
theoretical fram ew ork that appeared to explain the findings of S tage one better that 
the original implicit theoretical m odel of ‘G P  interest/uninterest’. H ence for S tage  
two the unit of analysis shifts from individual to organisation.
Following the initial stage of this project, looking at why G P s becam e involved in 
research and the impact that this had on their practice and patients, it seem ed  
im portant to explore how research activity developed in participating practices and 
to identify w hy som e practices m ade a m ajor investm ent in research activity whilst 
others seem ed to ‘dabble in it’. This stage of the research involved a num ber of 
practices which w ere  already involved in research activity.
T h e  aim of this second stage w as, using V an  de V e n ’s fram ew ork of triggers, 
shocks and set-backs (Van de V en  et al., 1999):
•  To  gain an in-depth picture of the developm ent of research in a range of G P  
practices.
•  To  identify the triggers and set-backs that facilitated the changes.
•  To  identify any stages of practice developm ent that w ere supported by 
em pirical data.
A  m axim um  variety sam ple of 18 practices w as selected from  the M R C  G P R F  
d atab ase using the stratification criteria set out in Box 6 .3 . A nother selection  
criterion w as location within eight P C T  localities w hose involvem ent in research  
m anagem ent and governance (R M & G ) w e w ere evaluating for a separate  study  
(this gave a population of 110 practices out of the overall total of approxim ately  
1100 M R C  G P R F  practices) (S haw  et al., 2 0 04 ). This allowed the interpretation of 
the data in the light of the w ider knowledge of the extent of local support for prim ary  
care research and the structures and systems that w ere em erging for R M & G .
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Box 6.3: Practice sample stratification criteria for stage two
•  G eographical location: rural, urban and inner-city
•  Practice size: small (1 -2  partners), medium  (3 -4  partners) and large 
practices (5+  partners)
•  Educational activity: teaching and non-teaching; vocational and 
undergraduate
•  Deprivation indices: high and low Jarm an scores
•  O rganisational history: ex-fundholding and non-fundholding
•  Length of research experience: from involvem ent in a single 
research project to five or more
Figure 6 .2  sets out the research process for this stage. In addition to this, ethical 
approval w as obtained from the Eastern Region M R E C . A  prelim inary list of 
interview them es w as constructed from an extensive review  of the literature, and 
modified these in response to feedback by an expert reference group appointed by 
the D epartm ent of Health.
F ig u re  6.2: S tage tw o  research  p ro ce ss : phases and t im in g
M a rc h  2 0 0 3
P h a s e  1: C o lle c tio n  o f  d a ta  o n  G P R F  
p ra c t ic e s
P h a s e  2: S e le c t io n  o f  p ra c t ic e s  to
in te rv ie w
P h a s e  3 : in te rv ie w s  w ith  k e y  in fo rm a n ts  in 
p ilo t p ra c t ic e s
P h a s e  4 : A n a ly s is  a n d  p re s e n ta tio n  o f  
f in d in g s M a y  2 0 0 3
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T h e  final list of prompts is shown in Box 6 .4 . Face-to -face interviews w ere  sought 
with key staff in each practice -  generally a lead G P , a research nurse, and a 
practice m anager or administrator. Interviews w ere  audiotaped, except for three  
occasions in which consent to record w as not given, w hen the interview er took  
detailed notes and typed them  up im m ediately afterwards.
B o x  6.4: S u m m ary  o f  in te rv ie w  p ro m p ts  fo r  s tage  tw o
•  W h a t w as your motivation and journey to becom e involved in
research?
•  W h at research training/support is available and w hat is its im pact on 
researchers?
•  W h at are the practicalities and logistics of conducting research in
general practice including engaging partners and colleagues,
investm ent in infrastructure and w hat is the im pact of research on
the practice?
•  H ow  the practice has developed as a research practice including 
linking with surrounding research infrastructure, developm ent of 
strategy or plans for research, m ajor m ilestones or ‘casualties’?
•  W h a t is the history of research activity within the practice? W h a t  
internal and external influences has there been?
•  W h at set backs has there been to developing research activity?
•  How  would you describe the practice’s culture and how this m ay  
have helped or hindered research activities?
•  W h at is the im pact of being a research practice on the public and  
patients’ perceptions of the practice?
•  W h at is your experience of research accreditation/assessm ent 
schem es and benchmarking research activity?
•  Practice and researcher characteristics.
All taped interviews w ere  transcribed in full, and annotated with contem poraneous  
field notes. T h e  researcher discussed these transcripts with a co lleague (S ara
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S haw ) and analysed all transcripts using an adaptation of Ritchie and S p en ce r’s 
fram ew ork m ethod (Ritchie et al., 1994). Th e  researcher extracted a list of key  
them es, developed an initial coding fram ework, charted the data on a m atrix based  
on this fram ew ork, and modified the matrix iteratively as m ore data w ere added. Th e  
analysis w as presented to colleagues before finalising the matrix. This presentation  
led to som e discrepancies in interpretation. Th ese  w ere discussed and led to the  
identification of additional over-arching them es and a refinem ent of the categories  
within them .
T h e  detailed analysis of the rich qualitative data allowed the production of a 
tentative explanatory m odel of how G P  practices becom e involved in research, and  
how this involvem ent changed over tim e. This m odel w as com pared with prevailing  
m odels of (and assum ptions about) the organisational aspects of prim ary care  
research that w ere  identified in the literature review (G reiner, 1998). Key  
discrepancies w ere explored through discussion and by further analysis of the  
prim ary data and it w as decided that alternative models provided a better w ay  of 
interpreting the data (Van de V en et al., 1999).
6.5 Stage three: Constructing in-depth case studies of general 
practices as research organisations
Th e third stage of this research was centred on the developm ent of research activity  
as an innovation and used the theoretical fram ew ork presented in the literature  
review. T h e  m ethodology involved re-analysing data gathered in the second stage  
of this thesis from  research active practices as well as gathering data from the P C Ts  
in their locality. T h e  theoretical fram ew ork for this stage w as based on the m odel 
developed from the diffusion of innovations review.
Th e  aim of this third stage was, using G reenhaigh et a l’s m odel of diffusion of 
innovation (G reenhaigh et al., 2004a):
•  To  identify the contextual issues and factors which facilitate the adoption, 
diffusion, spread and sustainability of research activity.
•  To  identify the extent to which the Diffusion of Innovation fram ew ork  
describes this adoption process.
1 6 0
T h re e  case studies w ere chosen and to protect anonym ity the following nam es w ere  
given:
•  Blue Tow n P C T
• G reen Tow n P C T
• Red Tow n P C T
T h ese  w ere  chosen using the following purposive sam pling criteria:
•  Experience of research activity (practices with long experience vs. short 
experience)
•  Practice size (small, m edium  and large based on patients listed)
•  Practice workload (based on deprivation P C T  Jarm an S cale  figures)
•  M odels of R esearch M anagem ent and G overnance arrangem ents (P C T , 
A cute hospital or university consortium based)
This (third) stage in this research project was designed to provide data which would  
allow the exploration of the w ider organisational context o f research m anagem en t 
and governance within primary care settings. In particular there  w as interest in the  
support and m anagem ent arrangem ents that prim ary care trusts had and w ere  
putting in place. T h e  reasoning was that this would be a key part of the external 
context that would influence the developm ent of research activity in the s a m e w ay  
that the external environm ent influences the diffusion, spread and sustainability of 
innovations. T h e  field work of this stage w as undertaken as part of w ider project 
com m issioned by the UK  D epartm ent of Health Prim ary C are  R M & G  D evelopm ent 
Group looking at the arrangem ents for research m anagem ent and governance  
within U K  prim ary care.
Th e  data for these cases cam e from three sources:
•  Interviews with key informants from the three participating P C Ts
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•  A  quantitative ‘pro-form a (which sought to capture the structure of local 
research m anagem ent and governance arrangem ents) com pleted by the  
R M & G  m anagers within the PC Ts
•  Interviews with key G Ps and practice staff collected as part of stage th ree of 
this research and re-analysed using the Diffusion of Innovation Fram ew ork  
described in C hapter Four.
T h e  research process is sum m arised in Figure 6.3 .
F ig u re  6.3: S tage th re e  research  p ro ce ss : phases and  t im in g
M a y  2 0 0 2
P h a s e  1: C o lle c t io n  o f  d a ta  on  R M & G  
p la n s  fro m  a ll P C T s  in  E n g la n d
P h a s e  3: C o m p le t io n  o f  p ro  fo rm a  b y  R & D  
L e a d s  in p ilo t P C T s  (R M & G )
P h a s e  2: S e le c t io n  o f th re e  P C T s  (R M & G )
P h a s e  5: A n a ly s is  a n d  p re s e n ta t io n  o f 
re s u lts
P h a s e  4 : In te rv ie w s  w ith  k e y  in fo rm a n ts  in 
P C T s  a n d  w ith in  s e le c te d  p ra c t ic e s
N o v e m b e r  2 0 0 3
Initially the Pilot R M & G  sites w ere selected by an expert reference group  
(D epartm ent of Health Prim ary C are R M & G  D evelopm ent G roup) of which the  
researcher was a m em ber. The selection process w as informed by the collection of 
data by the research team  on P C O  plans for R M & G  across England (D ep artm ent of 
Health, 2 0 0 2 a ). This allowed for identification of those organisations taking a lead
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on R M & G  developm ent. A  total of three pilot sites w ere selected for this stage of the 
research. Criteria for inclusion ensured sites with existing arrangem ents in place, a 
range of geographical locations across England and m axim um  variation of the  
organisational m odels identified.
A  draft interview guide w as piloted with an R & D  Lead in one research active P C T. 
A  sum m ary of topics covered in the sem i-structured interviews with pilot sites is 
provided in Box 6 .5 . Key informants included the organisation’s R & D  Lead (and  
R & D  M anag er w here appropriate); a Board or Professional Executive C om m ittee  
representative (e.g. C hief Executive, Director of Clinical G overnance or D irector of 
Public H ealth) and one or m ore representatives from partner organisations (e.g. 
research network, acute trust or Strategic Health Authority). N ine interviews (6 staff 
and 3 executives from three P C Ts) w ere conducted.
B o x  6.5: S u m m ary  o f  in te rv ie w  p ro m p ts  fo r  s ta g e  th re e  - PCT in fo rm a n ts
H o w  d id  th e  P C T  d e v e lo p  its  re s e a rc h  a g e n d a  a n d  w h a t is  th e  s c o p e  o f  re s e a rc h ?
W h a t w a s  th e  m o d e l o f  re s e a rc h  m a n a g e m e n t a n d  g o v e rn a n c e  in  th e  P C T  a n d  h o w  th is  
w a s  d e c id e d ?
W h a t w e re  th e  lo g is t ic s  o f  re s e a rc h  m a n a g e m e n t a n d  g o v e rn a n c e , s u c h  a s  in v e s tm e n t 
in in fra s tru c tu re  o r  d e v e lo p m e n t o f  s y s te m s  fo r  m o n ito r in g  re s e a rc h  a c tiv ity ?
W h a t w e re  th e  s u c c e s s e s  o f  th e  s y s te m  d e v e lo p e d  a n d  w h a t p ro b le m s  w e re  
e n c o u n te re d  in  im p le m e n tin g  R M & G  p la n s ?
W h a t a re  th e  p e rc e iv e d  b e n e fits  o f  h o s tin g  re s e a rc h  m a n a g e m e n t a n d  g o v e rn a n c e  a n d  
d id  th e  re s p o n d e n t h a v e  a n y  a d v ic e  fo r  a P C T  try in g  to  s e t up  a  s im ila r  m o d e l?
W h a t a s s is ta n c e  d id  th e  P C T  n e e d  to  d e liv e r  o n  its  R M & G  a g e n d a ?
W h a t fu n c t io n s  P C T  (R M & G ) c o u ld  th e  s ite s  p ro v id e , o th e r  th a n  re s e a rc h  m a n a g e m e n t 
a n d  g o v e rn a n c e ?
H o w  th e  P C O  m ig h t w id e n  its  in v o lv e m e n t in re s e a rc h ?
All interviews w ere  audio-taped with consent, transcribed and analysed using 
Fram ew ork, an approach designed for policy analysis (R itchie et al., 1994 ). T h e  
theoretical fram ew ork used to analyse the data w as based on the m odel identified  
from the system atic review of diffusion of innovations in organisations (see  C hapter  
Four). Although the results are not generalisable across all P C O s, they aim  to
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describe key processes in establishing research governance and highlight a reas  of
good practice which should be transferable betw een organisations. Box 6 .6  below
describes the theoretical checklist that was used to construct the case studies.
B o x  6.6: T h e o re tica l c h e c k lis t used to  c o n s tru c t the  case  s tu d ie s  fro m  the
in te rv ie w s  in s tage  th ree
•  H o w  th e  P C T  d e v e lo p e d  its  re s e a rc h  a g e n d a  a n d  th e  s c o p e  o f  re s e a rc h .
•  T h e  m o d e l o f  re s e a rc h  m a n a g e m e n t a n d  g o v e rn a n c e  in th e  P C T  a n d  h o w  th is  w a s  
d e c id e d .
•  T h e  lo g is t ic s  o f  re s e a rc h  m a n a g e m e n t a n d  g o v e rn a n c e , s u c h  a s  in v e s tm e n t in  
in fra s tru c tu re  o r  d e v e lo p m e n t o f  s y s te m s  fo r  m o n ito r in g  re s e a rc h  a c tiv ity .
•  T h e  s u c c e s s e s  o f  th e  s y s te m  d e v e lo p e d  a n d  p ro b le m s  e n c o u n te re d  in  im p le m e n tin g  
R M & G  p la n s .
•  T h e  p e rc e iv e d  b e n e fits  o f  h o s tin g  re s e a rc h  m a n a g e m e n t a n d  g o v e rn a n c e  a n d  a d v ic e  fo r  
a P C T  try in g  to  s e t u p  a s im ila r  m o d e l.
•  A s s is ta n c e  th e  P C T  m a y  n e e d  to  d e liv e r  on  its  R M & G  a g e n d a .
•  F u n c tio n s  P C T  (R M & G ) s ite s  m ig h t p ro v id e , o th e r  th a n  re s e a rc h  m a n a g e m e n t a n d
g o v e rn a n c e .
•  H o w  th e  P C T  m ig h t w id e n  its  in v o lv e m e n t in  re s e a rc h .
•  H o w  th e  p ra c t ic e s  v ie w e d  re s e a rc h  a c tiv ity
•  T h e  re c e p t iv e  c o n te x t fo r  c h a n g e
•  A  d e s c r ip t io n  o f  th e  in n e r  a n d  o u te r  o rg a n is a tio n a l c o n te x t
•  T h e  p e rc e iv e d  a b s o rp t iv e  c a p a c ity  o f  th e  s y s te m  to  d e v e lo p  re s e a rc h
•  T h e  ro le  o f n e tw o rk s  a n d  b o u n d a ry  s p a n n e rs
6.6 Stage four: Preliminary study of why some general practices 
do not develop as research organisations
T h e  final stage of this research involved a series of qualitative interviews to 
designed to explore why som e G Ps and practices, who w ere interested in research, 
chose not to becom e involved. For this study seven practices w ere  approached. 
Th ey  w ere recruited through N oC LoR  (North and Central London R esearch  
Netw ork) as practices which, at som e stage in the last three years, had expressed  
an interest in participation in research but had not subsequently becom e involved. 
T h e  sam ple fram e included four GPs, one nurse, and one practice m an a g er across  
four practices and collected contextual information pertaining to practice activity via
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a structured pro form a. Three  practices declined to becom e involved in the study, 
citing tim e constraints. Th e  objectives of the stage were:
•  To  explore and describe w hy practices which had expressed an interest in
participating in research activity had subsequently chosen to pursue this.
•  To  explore G P  and practice staff perceptions of the barriers to adopting
research activity in their organisation.
•  To  gain an understanding of the extent of competing activities which
practices chose over the adoption of research.
T h e  sam pling strategy is described in Box 6 .7  below.
B o x  6.7: P rac tice  sa m p le  s tra t if ic a tio n  c r ite r ia  fo r  s ta g e  fo u r
•  G eographical location: urban and inner-city
•  Practice size: small (1 -2  partners), m edium  (3 -4  partners) and large  
practices (5+ partners)
•  Educational activity: teaching and non-teaching; vocational and  
undergraduate
•  Deprivation indices: high and low Jarm an scores
•  O rganisational history: ex-fundholding and non-fundholding
•  Located within the N oC LoR  area
•  Had expressed an interest in participating in research activity but had 
failed to follow this through.
T h e  research process is sum m arised in Figure 6.4 .
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Figure 6.4: Stage four research process: phases and timing
May 2004
Phase 4; Analysis and presentation of 
results
Phase 3; Interviews with key informants in 
practices
Phase 1: Consultation with NoCLoR and 
identification of interested GPs
Phase 2: Selection of GPs
September 2004
T h e  interview schedule used w as based on the theoretical m odel developed for the  
diffusion of innovations review (see C hapter Four) as well as by the earlier em pirical 
work for this thesis. Th e  topic areas covered in the interviews are detailed in Box 
6 .8  below.
B o x  6.8: S u m m a ry  o f in te rv ie w  p ro m p ts  fo r  s ta g e  fo u r
What is your level of interest in research?
Please give me examples of where you (the GP) have been involved in research in 
other settings.
Can you tell me why the G P/practice now has decided not to become active in 
research?
W hat is the impact of PCT/research network support on the practice?
W hat is the range of other non-service delivery activities undertaken in the practice -  for 
example student teaching?
What areas of support which could overcome barriers to research?
W hat are the constraints on workload currently facing the practice (absorptive capacity)? 
W hat are your views on role of NoCLoR (research network and boundary spanner)?
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6.7 Summary
This chapter has described the m ethods for a four stage study designed to answ er 
the research question: “How does research activity develop in general practice”. 
Following a system atic literature review described in C hapter Four, the em pirical 
research w as based on a series of stages that built on findings from the previous  
stage, comprising an initial phase of sem i-structured interviews, a developm ent 
phase of organisational research, and a definitive multiple case study approach. 
T h e  findings of these inquiries are presented and analysed in the next chapter. A  
sum m ary of the m ethods used is presented in T ab le  6.1
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Table 6.1: Stages of the study and data collected
Stage Goals Main actions Data sources
1. Exploration of 
why GPs become 
involved in research 
activity.
To identify why GPs become 
involved in research activity.
Collect data on the participation 
of practices in PORTA, 
including practice and GP 
profile.
Field notes from visits to 
practices
Interviews with 15 
individuals representing 8 
general practices_______
2. Development of 
an organisational 
perspective on 
research in general 
practice.
To gain an in-depth picture of the 
development of research in a 
range of GP practices.
To identify the triggers and set­
backs that facilitated the changes.
To identify any stages of practice 
development that were supported 
by empirical data.
Interview representatives from 
research practices in 3 
research POT areas. Collect 
practice profiles and stories of 
how research activity had 
developed in a particular area.
Collect practice details and 
explore range and size of 
research projects undertaken. 
Capture description of practice 
history.
Semi-structured 
(qualitative) interviews with 
11 practices (7 lead GPs, 
4 other GPs, 10 nurses, 1 
research co-ordinator and 
6 managers)
Field notes from visits to 
practices.
Practice and research 
demographic details 
collected prior to interview
3. Organisational 
case studies of 
research general 
practices, analysed 
using the Diffusion 
of Innovations 
Framework 
(Greenhaigh et al., 
2004a).
To identify the contextual issues 
and factors which facilitate the 
adoption, diffusion, spread and 
sustainability of research activity.
To identify the extent to which the 
Diffusion of Innovation framework 
describes this adoption process.
Interview rPCT executives and 
managers with particular focus 
on the role ofPCTs in 
supporting the emergence, 
spread and sustainability of 
research activity in local 
practices.
Describe the practice, rPCT 
and local research 
infrastructure. Identify the 
models for supporting the 
uptake and development of 
research activity.
Re-analyse the data from stage 
2 using the Diffusions of 
Innovation Framework
Stage two data
Interviews with 6 staff and 
3 executives representing 3 
research PCT areas.
4. Preliminary study 
of why some 
general practices do 
not develop as 
research 
organisations
To explore and describe why 
practices which had expressed an 
interest in participating in 
research activity had 
subsequently chosen to pursue 
this.
To explore GP and practice staff 
perceptions of the barriers to 
adopting research activity in their 
organisation.
To gain an understanding of the 
nature of competing activities 
which practices chose over the 
adoption of research.
Interview key informants in 
non-research active practices 
to gain an understanding of the 
interests (service delivery and 
non service delivery) of 
practices and their staff. Gain 
understanding of the barriers 
facing GPs in adopting 
research activity.
Semi-structured 
(qualitative) interviews with 
3 practices (4 GPs, 1 
nurse, 1 manager)
Field notes from visits to 
practices.
Practice and research 
demographic details 
collected prior to interview
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Chapter Seven Findings
7.1 Overview of findings
This chapter presents the findings of the empirical research, it is divided into a  
num ber of sections representing the different stages of the research project. 
Section 7 .2  describes the initial exploratory fieldwork which sought to identify w hy  
G P s becam e involved in research. Th e  G P  is taken as the unit o f analysis in this 
research and the data are based on a series of interviews with research active G Ps  
who w ere participating in the R C G P ’s Prim ary C are  R esearch T e a m  A ssessm ent 
project, described in detail in Section 6.3 .
Section 7 .3  presents the findings from the study described in Section 6 .4 . It looks at 
the overall developm ent of research practices and analyses the findings using a 
theoretical fram ew ork based on the V an de V en  approach of triggers, shocks and 
set-backs (Van de V en  et al., 1999). Th e  unit of analysis in this section is the  
organisation (i.e. the general practice) and the data com e from a series of qualitative  
interviews with G Ps and their practice staff who are active in research. W hils t the  
data  collection is based on the ‘one-shot’ interview approach, respondents talk  
about the developm ent of research activity within their practices and trace this from  
an historical perspective.
Section 7 .4  presents the findings from the study described in Section 6 .5 . It 
com prises a series of case studies that detail how research has developed in 
particular P C T  areas within England. C ase studies, based on a m ulti-m ethod  
approach to data collection, are presented from three contrasting P C Ts.
Section 7 .5  presents the findings of the work described in Section 6 .6 , and looks at 
w hy som e G Ps do not becom e involved in research activity despite having shown  
an interest. T h e  data from this stage w ere gathered from a series of qualitative  
interviews with G P s within the N oC LoR  network and are  analysed using a 
theoretical fram ew ork based upon the diffusion of innovations system atic review  
presented in C hapter Four. The  informant in this case is the individual G P  and  
m uch of the data thus relate to the choices m ade by individual clinicians, but
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because of the analytical fram ework, som e insights are also drawn about the 
practice as a whole.
7.2 Stage one: Why GPs become involved in research activity
This initial exploratory research was conducted using practices participating in the 
Royal C ollege of G eneral Practitioners’ Prim ary C are  R esearch T e am  A ssessm ent 
exercise. Practices volunteered to participate in this accreditation process and w ere  
surveyed using a semistructured interview process to identify their view s on w hy  
they participated in research activity and the utility o f the accreditation process in 
developing research activity.
What attracted you to becoming involved in research?
T h ere  w as a high interest in research am ong the sam ple of G P s interviewed and  
m any saw  the P C R T A  schem e as a w ay of becom ing accredited research practices  
without having to be a Culyer practice.
Respondents com m ented that research w as a good w ay of introducing variety into 
their work and that it w as stimulating and enjoyable. Severa l of the informants  
expressed the view  that G Ps, like all doctors, had a duty to contribute to the body of 
professional knowledge. Several informants referred directly, or indirectly, to the  
boost to their self esteem  from their role as a G P  researcher. In addition to enjoying  
the task, itself, they also appeared to gain considerable satisfaction from their role. 
S om e said that their credibility with hospital consultants had increased. V e ry  few  
cited m oney as a motive for participating, although financial rem uneration w as seen  
as a prerequisite for G P  involvement.
7 have a lot to contribute and like research. GPs haven't contributed to much 
research but should because there is a vast amount of data in general practice. 
GPs know patients well and are a good access point for research. It also keeps 
general practice interesting”. In te rv ie w  GP 03
“It gives a good boost to confidence and allows GPs to benchmark their skills and is 
also good for one’s image with hospital consultants. My practice places an
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emphasis on personal development and is committed to research activity”. 
In te rv ie w  GP 06
Impact of research on morale and confidence
A  num ber of respondents also noticed an im provem ent in their self-confidence since  
being involved in this project. R esearch activity and participation in research  
training had improved G P s ’ confidence in both the process of research and in 
specific clinical skills. Th e  majority of respondents felt that their clinical work had 
changed as a result of involvem ent in research. M any stated that participation w as  
a useful w ay of updating their knowledge and skills, and to enable them  to keep  
ab reast of recent developm ents within the m edical journals.
All G P s stated that even though research w as a slow, drawn out process, 
involvem ent had helped to boost their m orale. Th e  responses indicate that 
im proved m orale is achieved through a num ber of different w ays. T h e  com m onest 
reason stated w as the opportunity provided to interact and ‘netw ork’ with their fellow  
G P  researchers through the various research network groups. This w as felt to 
greatly reduce their feeling of professional isolation and provide a w elcom e break in 
routine. T h e  social aspects of the m eetings w ere also valued. R espondents all felt 
that being involved in the research activity w as positive for them . It w as an activity 
that enriched general practice and something that they looked forward to. M any  
stated that general practitioners feel isolated and often ground down by the routine 
of seeing patients. Research is stimulating and a diversion from daily activities. 
T h ere  is a cachet associated with getting results published in a journal that boosts 
the self-im age of G P s and their perceived standing with practice staff, partners and 
hospital colleagues and this has a very positive im pact on the participants.
R espondents stated that participation in research helped them  to view  their role as a 
general practitioner in a different light. R esearch w as seen as a w ay o f introducing  
variety, new  stimulation, and reducing isolation in general practice. This w as felt to 
fa r out-weigh the negative aspects of extra workload generated by th e  research  
activity.
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Pressure on time
R espondents found that undertaking research involved a m ajor tim e com m itm ent. 
This preparation included the administrative and bureaucratic workload as well as 
selecting suitable patients for research, and organising the practice workload so that 
it did not conflict with the sessions.
M ost respondents worked part time in the clinical side of the practice and devoted at 
least two sessions per w eek on research. Th ey stated that they kept their research  
activities quite separate  from the other aspects of practice life. This also m eant that 
they did not need to use locum cover for their research tim e. Those w ho did use 
locums stated that this was not satisfactory as the financial incom e from research  
barely covered the cost of cover and that anyhow  they would often have to see  the  
patients at a later date because of the inefficiency of locum cover.
G P s in sm aller practices or with cram ped prem ises also found that research activity 
and its accom panying infrastructure often caused space problem s within the  
practice. S pace problem s caused an added stress on the G Ps.
Conflict of duty
Finally, there w as a feeling from som e of the informants that research m ade the  
G P s unavailab le for other practice activities or patients. M ost G P s researched in 
protected (or their own) tim e but m any felt that patients knew  they w ere  on the  
prem ises as did their other partners and that if an em ergency issue arose they w ere  
often called out of the session. This caused a conflict of priorities and the G P s  felt 
worried about letting the patients down having m ade a com m itm ent to them .
“It has been a boost to my morale particularly when the research is going well. 
Research fits in well because I am part-time and (the adequate) size of our surgery. 
There has been quite a time commitment in finding patients and preparing for the 
paperwork”. In te rv ie w  G P  02
“It has been very enjoyable. It is time consuming and only adequately funded, it Just 
p a ys  fo r/o cu m  cover”. In te rv ie w  G P  04
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“It initially caused time management problems and I felt pressurised. At first I 
managed with a locum but now I have gone part time”. In te rv ie w  GP 06
“Space is a major problem”: In te rv ie w  GP 13 
Impact on patients
All of the G P s w ere  positive about the effect that involvem ent in research had on 
their patients. All stressed how important it w as to allow patients the opportunity to 
refuse to participate without feeling that they w ere letting the practice down. 
Patients who did participate w ere perceived to benefit from:
•  a feeling of having contributed to the practice and to m edical know ledge
•  m ore tim e with their doctor
•  a m ore thorough review of their condition
•  m ore information about their illness
•  a chance to ask questions about their illness
A  danger, recognised by m any respondents, w as the possibility of patients
expecting som ething in return for their time. S om e respondents stated that they
knew  of cases w here patients had asked for repeat prescriptions and a very sm all 
num ber asked for inappropriate support from the G P . Informants stated that they  
w ere very careful not to select patients who might react in this w ay.
“Patients enjoy coming along as it makes them feel special. It makes them feel as 
though they are contributing”. In te rv ie w  GP 10
“Patients feel special and they like the fact that they have interesting cases. It is 
empowering to patients and gives them longer time with the doctof. In te rv ie w  G P 
12
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“No real advantages - but the patients enjoy it. They also get extra time with the 
doctor. However, the closer relationship with the doctor could be positive or 
negative”. In te rv ie w  GP 19
Advantages/disadvantages of involvement in research for the practice
T h e  w ay that G P s responded to this question w as largely determ ined by the  
practice’s previous experience and involvem ent in research. G P s from practices  
with previous research experience often had better facilities and a greater to lerance  
from partners and other practice staff. M any of the practices new  to research had 
space problem s, lack of teaching equipm ent and problem s with partners and staff; 
particularly w hen research conflicted in any w ay with practice activities.
M any G P s felt that being a research practice gave the practice extra kudos and  
boosted their im age to staff, G P  colleagues and hospital consultants. Th e  
excitem ent of certain aspects of research, such as getting a publication or receiving  
funding w as deem ed as being good for practice m orale and therefore a  m a jo r  
benefit.
G P s also stated that because they w ere able to update their clinical know ledge they  
w ere able to share this with their partners, the practice and patients benefited as a 
result.
Tim e, lack of space and unavailability of the G P  w ere the m ost com m on  
disadvantage to the practice. A  num ber of G P s said that they had partners who  
thought that their tim e could be better spent on other clinical activities and indeed  
this forced a num ber to undertake research during their tim e off from the practice. 
Th e  issue of space w as a factor for m any G P s in older surgeries, w ho had little 
previous experience of research. Consulting rooms w ere  deem ed not to be suitable  
for much of the activity that took place w hen G P s w ere researching, particularly the  
adm inistrative issues. Practices with dedicated rooms or spare large consulting  
room s reported no problem s in this area.
Th e  issue of tim e w as cited by most G Ps as the m ajor disadvantage. M any fe lt that 
if research w as conducted between morning and evening surgeries there  w as  not
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enough tim e to be productive. This often resulted in late starts and finishes to 
surgeries and resulted in raised stress levels. Those G Ps who researched in their 
tim e-off also stated that patients, staff and partners did not alw ays respect this and  
pressurised them .
A d v a n ta g e s : “These include financial aspects, improved standards of care and the 
provision of extra facilities”. D isadva n ta ges : “No adverse effect on partners 
however no positive effect -  as it is not adequately funded. There is an ongoing 
struggle to reconcile the costs. Also there is a need for extra administrative time and 
equipment”. Interview GP
A d v a n ta g e s : “The practice is geared to research and we have a bespoke research 
suite upstairs. There is a boost from being known as a research practice and there 
is a neutral effect for other doctors”. D isadva n ta ges : “Time, extra administrative 
costs and the use of locums”. In te rv ie w  GP 5
175
7.3 Stage two: Developing an organisational perspective on 
research in general practice
T h e  recruitm ent of practices is sum m arised in Figure 7 .1 . Interviews w ere  
undertaken with 7 lead G Ps, 4  other G Ps, 10 nurses, 1 research co-ordinator and 6 
m anagers. Th e  11 practices that participated in the study did not differ 
system atically from the 7 that did not in term s of the stratification criteria listed 
above. T h e  reason for non-participation given by all practices w as lack of tim e.
F ig u re  7.1 : S a m p lin g  fram e  and re sp o n se  ra tes -  s tage  tw o
M RC G P R F database  
N = approx 1100
Practices based in the eight 
pilot PCT RM&G sites N = 48
Practices selected according to 
criteria N = 18
Declined to Agreed but later Agreed and were
participate withdrew from study interviewed
N = 5 N = 2 N = 11
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j T ab le  7.1 : P ra c tice  p ro file  in te rv ie w  d e ta ils  -  s tage  tw o
ID Stage of research Job title List size Teaching
practice
Deprivation 
score -smr91
Urban/city/
Rural
01 Investigator-led -  low Lead GP 
researcher
15735 Yes 98.53 City
02 Investigator-led -  low Research co­
ordinator
15735 Yes 98.53 City
03 Collaborative - low Practice
manager
7500 No 91.57 Inner City
04 Collaborative - low Research
nurse
7500 No 91.57 Inner City
05 Investigator-led - high Research
nurse
6602 No 124.16 City
06 Investigator-led -  high Senior
partner
6602 No 124.16 City
07 Investigator-led - high Research
officer
6350 Yes 124.16 City
08 Investigator-led - high Lead GP 
researcher
6350 Yes 124.16 City
09 Investigator-led - high Lead GP 
researcher
7000 Yes 71.38 Mixed urban
10 Collaborative - low Lead GP 
researcher
1800 No 163.41 Metropolitan
11 Collaborative - low Practice
manager
1800 No 163.41 Metropolitan
12 Collaborative - low Research
nurse
1800 No 163.41 . Metropolitan
13 Collaborative - high Lead GP 
researcher
10500 Yes 121.87 City
14 Collaborative - high Practice
manager
10500 Yes 121.87 City
15 Collaborative - high GP
researcher
10500 Yes 121.87 City
16 Collaborative - high Research
nurse
10500 Yes 121.87 City
17 Collaborative - high Research
nurse
10500 Yes 121.87 City
18 Collaborative - low Lead GP 
researcher
9000 Yes 103.76 City
19 Collaborative - low Nurse
practitioner
9000 Yes 103.76 City
20 Collaborative -  low Practice
manager
,12300 No 126.43 Industrial
21 Collaborative -  low Lead GP 
researcher
12300 No 126.43 Industrial
22 Collaborative - low Research
nurse
12300 No 126.43 Industrial
23 Collaborative - low GP
researcher
3361 Yes 102.89 Metropolitan
24 Collaborative - low Practice
manager
3361 Yes 102.89 Metropolitan
25 Collaborative - low Practice
nurse
3361 Yes 102.89 Metropolitan
26 Collaborative -  low Senior
partner
6300 No 102.89 Metropolitan
27 Collaborative -  low Practice
manager
6300 No 102.89 Metropolitan
28 Collaborative -  low Research
nurse
6300 No 102.89 Metropolitan
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T a b le  7.1 lists practices and respondents who took part in this research. O f the 35  
respondents approached for this research, 28  participated. T h e  reason for non­
participation in w as cited as lack of time.
Range of research activity
T h e  range of research activity in the practices varied w idely from those which had  
been participants in other people's research, for exam ple helping to recruit patients  
or filling out questionnaires, through to those who had brought in m ajor D epartm ent 
of Health grants and w ere co-ordinating/m anaging m ulti-centre research projects. 
R esearch for som e w as really a minor practice activity but other practices had 
established a separate organisational structure, alm ost like a sm all academ ic  
departm ent of prim ary care. All practices w ere  recruited through their participation  
with the M R C G P R F  and so had either registered to take part in a trial or had  
actually participated in their research program m e. Initially w e  decided to classify the  
level of research activity in these practices as:
•  Collaborative -  low (working as part of a w ider research team , for exam ple  
with the M R C G P R F  or a pharm aceutical com pany and undertaking a 
m axim um  of one research project a year)
•  Collaborative -  high (working as part of a w ider research team , for exam ple  
with the M R C G P R F  or a pharm aceutical com pany and undertaking m ore  
than one research project a year)
•  Investigator-led -  low (leading a research project and undertaking a 
m axim um  of two research projects a year)
•  Investigator-led -  high (leading a research project and undertaking m ore than  
two research projects a year)
Stages of research development
Getting started: most respondents stated that research initially started with one G P  
having an interest and undertaking small research projects into areas  of clinical 
interest. O ften this research was not externally funded, although in som e cases  
sm all grants w ere sought. O ther respondents stated that research had begun  
through contacts with the M R C G P R F  inviting the practice to participate in one of 
their trials. A  num ber of respondents felt that the origin of research activity within
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their practice could be attributed to the enthusiasm , skills, political ‘clout’ and  
training of an individual G P . It was stated that the enthusiasm  of an individual with 
an interest in research and extending clinical know ledge in prim ary care allowed  
research to develop. O nce this individual had been able to attract funding for 
research then the practices w ere able to develop a research infrastructure.
"Research started with the previous senior partner. Recognising the 
importance of research in general practice, he invested heavily in data 
management facilities and tried to push forward the agenda on research." 
In te rv ie w  06 s e n io r  pa rtne r, in v e s tig a to r  led -  h igh  p ra c tic e
R esearch as a ‘part-tim e’ activity was seen to pose a num ber of problem s for m any  
of the respondents. All respondents highlighted the problem s of potential conflicts 
betw een research activity and their practice’s work. It w as felt that in m ost cases, 
partners and colleagues w ere  tolerant of these tensions unless the practice w as  
going through a particularly busy period.
R espondents stated that m ost patients enjoyed being involved in research, feeling  
that it w as a w ay of contributing something to the practice. R espondents felt that 
patients like som e feedback on the progress of the research but w ere  not sufficiently  
interested to read detailed progress reports or to attend research m eetings. Th ere  
w as a feeling that research w as seen as a w ay of improving the im age of the  
practice and there w as anecdotal evidence that patients feel that clinicians actively  
engaged in research are m ore likely to be better doctors.
“It also raises the profile of the practice and the patients who are involved 
also feel like we are doing something. Although the vast majority don't know 
that we are doing research.” In te rv ie w  01 lead GP resea rche r, in v e s tig a to r  
led -  lo w  p ra c tic e
R espondents felt that there w as a clear link betw een improving clinical care and  
participation in research. Active participation in research w as seen by som e as part 
of being a professional. It w as seen as a w ay to develop particular skills which are  
at the core of being a professional.
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"I feel that we are not standing still. If you feel you're involved in some 
research that could make a difference to the practice then that's about your 
development as a professional". In te rv ie w  04 resea rch  nu rse , 
c o lla b o ra tiv e  -  lo w  p ra c tice
"I thought that on a professional level, talking about how one develops the 
profession itself, there is, I think, a need to encourage all GPs to believe in 
the research ethic and to regard research as being a natural accompaniment 
to the work that we do". In te rv ie w  18 lead GP resea rche r, c o lla b o ra tiv e  -  
lo w  p ra c tice
O ther respondents felt that their clinical practice provided them  with a num ber of 
interesting questions to which they did not have an answ er. R esearch w as seen  as 
a w ay of answering these questions:
"We were all thinking about primary care, what we were doing. I explored 
parts of general practice that interested me. I got interested in CHD, I didn't 
know what to do with patients who had high cholestérols and I did an audit, 
got the feel for it. The senior partner encouraged me to take up a small piece 
of research on the back of this". In te rv ie w  06 s e n io r  p a rtn e r, in v e s tig a to r  
led - h igh  p ra c tic e
Respondents identified the im portance of group norms as a m otivator to get 
involved in research. Several G Ps stated that if neighbouring practices w ere  
involved in research, then they thought they should try it. Th is could be seen  as  
coming from professional pride rather than feeling that any specific com petitive  
advantage could be lost from non-participation.
"I suspect because various other surgeries had done it and they'd obviously 
discussed amongst themselves, would it be advantageous to do, we 
wondered what we would get out of it. What inputs would be needed and, 
from the patients' point of view, would it help?" In te rv ie w  22, re se a rch  
nu rse , c o lla b o ra tiv e  -  lo w  p ra c tice
A  num ber of respondents felt that research provided them  with professional 
stimulation. This applied equally to respondents from a nursing or a m edical 
background, as well as full-time and part-tim e posts. R esearch w as seen  as aw ay  
of introducing variety into the job. G P respondents also felt that it gave others within
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th e ir practice the opportunity to develop new skills and to collaborate with other  
practices on larger projects. This had the effect, it was claim ed, of sharing best 
practice and introducing m em bers of the primary care team  to new  approaches.
"Doing general practice for 7 days a week is good fun, I enjoy general 
practice but there's no doubt that being involved in studies looks at what you 
are actually doing, improves your motivation, improves your well-being and 
keeps you on your toes. There's all sorts of reasons for it, mainly it's a 
motivator, it's enjoyable - not all enjoyable, the form filling is a pain in the 
neck, but developing the ideas is great." In te rv ie w  01 lead GP resea rche r, 
in v e s tig a to r  led -  lo w  p ra c tice
O ther respondents cited the extra incom e that som e areas of research brought as a 
m otivator, particularly their involvem ent in drug trials. M oney for others w asn't seen  
as a motivator, although all stated that practice colleagues felt that research incom e  
should at least cover the direct costs but preferably m ake a contribution to the  
practice's profits. In a num ber of practices in this study, respondents felt that m oney  
w as m ore im portant to their less m otivated colleagues, than to the ‘prim e m overs’ in 
research. Being active in research w as also seen as a w ay of ensuring the effective  
recruitm ent of high quality professional staff; Several respondents felt that new  G P s  
and nurses would be attracted to a practice which w as seen  to be clinically and  
educationally at the 'cutting-edge'.
"It also raises the profile of the practice and the patients who are involved 
also feel like we are doing something. Although the vast majority don't know 
that we are doing research." In te rv ie w  01 lead GP re se a rch e r, in v e s tig a to r  
led -  lo w  p ra c tice
"People recognise the practice's name from our research activity and 
publications. People say 'Oh, XXX Practice, I noticed y o u r paper in the 
Journal' " In te rv ie w  02 resea rch  c o -o rd in a to r, in v e s tig a to r  led -  lo w  
p ra c tic e
"Training and research are going to be important for recruitment in primary 
care in the future." In te rv ie w  26 s e n io r  pa rtne r, c o lla b o ra tiv e  -  lo w  
p ra c tic e
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Developing a research portfolio
S om e practices still continued with a low level of research activity while other 
respondents stated that their practices actively sought to develop and gain m ajor 
funding.
"The first study we were involved with ... was MRC work. Then we got 
involved in the WISDOM trial, and of course it was stopped. We have now 
got involved in the Predict one for depression." In te rv ie w  28 resea rch  
nu rse , co lla b o ra tiv e  -  lo w  p ra c tice
"M y first study was funded by the FHSA looking a t  I was approached
to apply for a national grant and got my first break when this was funded. I 
wrote a quick protocol for a national ROT on the topic o f my first study. " 
In te rv ie w  08 lead GP researcher, in v e s tig a to r- le d  -  h ig h  p ra c tic e
O ther respondents had enrolled on postgraduate degree program m es which had 
developed their interest in research and having developed their skills in research  
m ethodology, they decided to have a go at it. O thers stated that they just w anted  to 
participate in research and so 'jumped in at the deep-end ' and by just 'doing 
research' they w ere able to learn and develop.
"It's something in practice that was badly undertaken and executed but it got 
me thinking about it again. At the same time I was invited to attend a
research methods course .... and I Joined a research interest g ro u p  and
we then successfully applied a research practice." In te rv ie w  09 lead GP 
resea rche r, in v e s tig a to r  led -  h igh  p ra c tice
In particular, G P -lead  researchers identified the need for research m ethodology and  
statistics support. Most w ere under-confident about their abilities in th ese  topics  
and sought support from colleagues and academ ic units.
. “The model that we have taken here in .... is to develop GPs who are full time 
by giving them the impetus to do a formal qualification; so I did an MPhil 
looking at hyperlipidemia” In te rv ie w  06 s e n io r  pa rtne r, in v e s tig a to r  led  -  
h ig h  p ra c tic e
Good com m unications w ere felt by m any as being key to research becom ing an  
accepted part of the practice’s m ainstream  activity. R espondents described their
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strategies to ensure that the research activity w as fed into practice m eetings and  
training sessions for all staff. Not only w as this seen as a good w ay to keep clinical 
skills updated but it w as also seen as necessary, by som e, to justify the ‘tim e spent 
aw ay from the jo b ’. Som e practices had introduced a research agenda item for their 
practice m eetings, som e for partners’ m eetings and som e had organised specific  
clinical updating sessions based in their recent research activity.
M any respondents felt that networking and peer support w ere vital for the  
developm ent of research. Role models w ere seen as especially im portant because  
without them  new  researchers often found it difficult to maintain their motivation and  
convince their work colleagues of the benefits of research.
7 joined the practice 15 years ago and it was the enthusiasm of the senior 
partner.” In te rv ie w  06 s e n io r  pa rtne r, in v e s tig a to r  led -  h igh  p ra c tic e
A  num ber of respondents mentioned the im portance of having experts availab le  to 
help with ‘scientific input, methodological design and statistical support. M ost 
respondents stated that there w ere plenty of research topics to explore and that, if 
anything, they w ere spoilt for choice. G P -researchers particularly felt that being  
involved in clinical work and teaching students/registrars provide a fruitful source of 
research questions.
W h en  asked about the factors that prevented the developm ent of research activity, 
respondents felt that tim e and the dem ands of their job w ere the m ajor constraint. 
M any respondents participated in research as a part-tim e activity com bining this 
with a clinical role in the practice. W hile  they said that partners and co lleagues  
supported their research activities, most could give exam ples of the problem s this 
caused w hen tim e spent on research clashed with the 'main business’ o f the  
practice. A  num ber of G P researchers also stated that there w ere  pressures from  
partners to ensure that research income m atched that which could be earned  from  
clinical work, ensuring that the practice w as not disadvantaged as a result of 
participation in research.
7 am funded for one session a week and that is not enough so the 
compromise is personal time, but against this is the personal enjoyment of
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carrying out research. I suppose financially it’s not worth it because if I 
actually went off and worked that time that I did the research Id  be earning 
quite a lot of money. Time and money against that Tm gaining health and 
keeping my brain ticking over.” In te rv ie w  01 lead GP resea rche r, 
in v e s tig a to r  led -  lo w  p rac tice
Severa l respondents identified that at the early stages of research practice  
developm ent, undertaking research could lead to isolation from colleagues and the  
m ain part of the practice. Th ey  talked about the loneliness of the researcher and  
the im portance of developing support networks. This w as particularly pertinent 
am ong the research nurses taking part in collaborating studies. Th ey  felt that they  
often had a reasonable am ount of contact at the beginning of the study, particularly  
w hen they w ere being trained, but after this, they got little support. Respondents  
stated that this drove them  to seek peer support and like-m inded colleagues.
A  num ber of respondents from the less established research practices tended to 
feel that there w ere problem s when looking for physical space .to undertake  
research. M any practices simply could not provide bespoke areas for research staff 
to work or locate filing cabinets which could hold confidential data in a secure  
m anner. Several respondents described how their practice had been forced to 
purchase new prem ises to house research activity.
Developing a research culture
R espondents in this study felt that once a practice had been involved in research, 
two options w ere available. Som e practices continued with a low level o f activity, 
pursuing topics which w ere  of interest or becom ing engaged w hen recruited by 
external co-ordinators/funders of research, such as the M R C G P R F . O ther practices  
em braced the research agenda and developed the scope and size of their research  
activities.
Th e  respondents from these practices describe how they applied for significant 
sized grants and w ere able to invest in research staff and infrastructure. In es sen ce  
research for these respondents becam e part of the 'business' of their practice  
alongside the incom e from clinical care and education. O ne respondent stated that
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he m easured the practice’s research progress by the levels of funding that he was  
able to win. Getting the first piece of external funding w as seen  as a m ajor 
breakthrough in research.
R espondents talked about getting the ‘research bug’ after participating in fairly small 
research projects. Th ey recognised that they needed som e form al research  
m ethods training and sought ways of improving their peer support by participating in 
research network activity. These , respondents felt, helped them  to gain funding for 
further research projects.
7  Joined a research interest group and then applied and became a members 
of the regional research practice scheme. And it was successful. So that’s 
when we became a research practice. We were in fact already in the MRC 
framework but it wasn’t a catalyst in any way I don’t think to what happened. 
It w as my personal interest which spurred the practice on to develop in that 
way.” In te rv ie w  09 lead GP resea rche r, in v e s tig a to r  led -  h ig h  p ra c tic e
M any respondents felt that individual tenacity w as w hat helped research to develop. 
T h ey  identified that participating in research involved m any barriers, m any of which  
are discussed in the following section. Th e  correct level of funding w as identified as 
being key to allowing research to thrive. O nce practices had been aw arded this, 
then things becam e much easier. Culyer research practices identified the  
im portance of that award. Th ey  felt that funding for infrastructure and staff w as  
absolutely crucial and even though the incom e from this w as not there to fund  
individual projects, this gave the practices time, space and confidence to bid for 
project support.
“We've got publications, we've got grants, our biggest problem is that we've 
got small grants and haven't moved into that higher layer.” In te rv ie w  01 lead 
GP resea rche r, in v e s tig a to r  led -  lo w  p ra c tice
“It's actually difficult to get your head round where its going nationally 
because of all the changes. In practice I think if we can build on what we've 
done so far and getting bigger grants then I see us carrying on with the 
research centre and possibly running one or two major projects from here. 
We will collaborate with the university.” In te rv ie w  01 lead GP re sea rche r, 
in v e s tig a to r  led -  lo w  p ra c tice
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S evera l of the respondents who w ere  involved in large projects identified the  
challenges of m anaging and leading a growing research organisation. In particular 
they cited the difficulty of recruiting and retaining staff, seeking project incom e and 
liaising with partners in the colleagues. M any had form al written contracts to help 
clarify their research role. S om e had a feeling of loss of control as the research  
organisation grew.
R espondents also cited problems from local and N H S  bureaucracy, including the  
recent changes to the research m anagem ent and governance fram ew ork as well as  
the challenges of reporting on research progress on an annual basis.
Developing systems to cope with growth
R espondents identified the need to develop an adm inistrative infrastructure as  
research activity increased. S om e of this w as forced on practices by the need to 
account for research funding, separate from the practice’s m ain accounts. S om e  
w as due to the requirem ents of research funding bodies. S om e w as due to the  
influence of external accreditation schem es. Respondents felt that this w as a 
necessary stage in the developm ent of research activity, how ever it w as  
acknow ledged that this could also act as a restraint on research.
“Size is an issue because sizes usually lead to academic credibility and track 
record and it is probably fair to say that there is a slight doubt as to whether 
single practice research or single practices are viable research units. 
Increasingly you need a multidisciplinary team, and a single practice can't 
produce a multidisciplinary team of that calibre.” In te rv ie w  06 s e n io r  
p a rtne r, in v e s tig a to r  led -  h igh  p ra c tic e
R espondents referred to the problems of succession. Th e  research activity within a 
practice w as often pioneered by one individual and in a num ber of cases, w hen  this 
individual retired or moved practices, problem s of continuity occurred. S om etim es  
junior partners followed on with this research, however, w hen this happened it w as  
felt that the ethos of the practice often changed and incoming partners or nursing 
staff w ere  not alw ays as sym pathetic to research as the original partner. It w as  also
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felt that w hen experienced researchers left the practice, the w ealth of research skills 
and know ledge w as often lost and this took years to regain.
“Barriers to continuing with research come from a range of issues including: 
practice size, time, space, engaging new partners when the research active 
partners move on to other things.” In te rv ie w  06 s e n io r  pa rtne r, in v e s tig a to r  
led -  h igh  p ra c tice
Respondents from the larger research practices w ere very c lear about the  stages of 
developm ent that their practice had been through. Initially the practices tended to 
treat research as a minority activity undertaken by one researcher, usually in his/her 
spare tim e. As the practices increased their level of research activity and sought to 
increase their grant income, they w ere forced to invest in new infrastructure, staff 
and develop administrative systems. R espondents stated that there w as a need to 
ensure that external and internal governance arrangem ents w ere sufficiently robust 
to deal with the needs of research ethics and governance arrangem ents. E xam ples  
w ere given of having separate accounts, using a separate  research m an a g er and  
having separate  administrative team s. R espondents from the larger research  
practices (in term s of research activity and funding incom e) had often relocated the  
research activity and team  to separate prem ises.
“The practice has a separate research building. But we need to make a 
statement to say that this is still part of the practice - staff come to this 
building for odd meetings. This part of the practice is still self-funding.” 
In te rv ie w  06 s e n io r  partne r, in v e s tig a to r  led -  h igh  p ra c tice
Links with the wider research community
R esearch seem s to have promoted links with other practices in a locality. 
R espondents felt that research allowed the developm ent of stronger links with 
neighbouring prim ary health care team s. M ost respondents stated that they had  
forged links with the local academ ic unit of prim ary care which had helped them  
im prove their understanding of research m ethodology and this, in turn, helped the  
practices to im prove grant applications and study designs.
M any practices felt that current Departm ent of Health policy w as forcing them  to 
collaborate on research projects. It w as felt that there w ere strengths in this
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approach, nam ely the im provem ent in the quality of project design as well as  
providing greater access to expertise and a w ider sam ple fram e of study population. 
H ow ever m any acknowledged that forcing practices to collaborate, rather than just 
form informal links, m ay discourage individual G P s from active participation in 
research. Respondents felt that there was plenty of ev idence of the value of 
research undertaken by individual researchers.
T h ere  w as not a huge am ount of evidence that respondents w ere forging closer 
links with prim ary care trusts (P C T), which have the responsibility for research  
m anagem en t and governance arrangem ents in a locality. M ost respondents felt that 
the individual practices knew  m ore about the local (and national) research agenda  
than their P C T  -  m any postulated that this w as because the P C T  w as still ‘getting to 
grips’ with their commissioning and service provision agenda to get involved in w ider  
activities. R espondents w ere also concerned that the P C Ts would comm ission and 
sponsor research which w as linked to the health needs of the local population. It 
w as felt that this m ay not fit with individual G P s ’ interests or with the w ider national 
prim ary care research agenda. ,,
Phases of development
T h e  11 practices represented the full range of selection criteria (large/sm all, 
urban/rural and so on); their involvem ent in research varied from minor activity (e .g. 
recruiting patients to be entered into trials run elsew here) to one practice that had  
secured m ajor grant funding and w as co-ordinating m ulti-practice projects. S om e  
but not all had w ell-established research infrastructure.
T h e re  is evidence that practices m ove broadly through a series of phases, but that 
m ovem ent through them  is rarely predictable or linear. Rather, they can get ‘stuck’ 
in one phase and/or slip back and forth betw een phases, and these m ovem ents are  
often triggered by specific internal and/or external influences. Th ese  phases are  
described in Figure 7 .2 . Furtherm ore, practices’ research decisions are often  
necessarily reactive (responding adaptively to external events such as the  
introduction of new national policies) rather than strategically proactive. T h e  different 
phases and influences are considered below.
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Figure 7.2: Phases in the development of primary care research practices
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P hase  1 : ‘C rea tive  e n e rg y ’
M ost participants identified research involvem ent as beginning w hen one G P  began  
to undertake small, generally unfunded, ‘ad hoc’ research projects (described by 
one as “quasi-audits”). In a few  cases, the trigger had been an invitation from  the  
M R C  G P R F  to participate in one of their trials, which brought a small but tangible  
incom e stream  for a designated piece of work as well as assigning a tem porary  
research nurse to the practice.
“I think there's some gap in knowledge. If a GP has a systematic approach 
and finds out what are the factors which are hindering improvement in 
asthma treatment Obviously it could be different factors. It could be the 
drug, it could be the patient, it could be other environmental factors which 
would influence the treatment and the management. At the time it was the 
WISDOM Trial. I had another practice nurse. She was probably enthusiastic 
and she agreed that yes we should do something on asthma because
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asthma is another problem in the inner city practice”. In te rv ie w  10 lead GP 
resea rche r, c o lla b o ra tiv e  -  lo w  p ra c tice
Participants used expressions like “having a go at it” and “jum ping in at the deep  
en d” w hen talking about this phase. Strong motivation and interest w as present 
from the outset, but a planned approach to training and personal developm ent for 
research generally cam e later. The  enthusiasm  of the innovator w as som etim es  
infectious, especially if that individual w as seen as a leader or role m odel. M ore  
com m only, research as one partner’s side interest w as initially perceived by other 
partners as diverting the practice from its main line of business, and tensions w ere  
com m on (especially in relation to potential loss of practice incom e). This early  
phase had often led to isolation of the enthusiast from practice colleagues. All 
participants, but especially nurses, talked about the im portance of developing  
interpersonal support networks with like-m inded colleagues outside the practice.
P hase 2: C o nc re te  p la n n in g
Participants in established research practices could look back and identify a phase  
in which the practice began to m ove beyond ‘ad hoc’ projects and plan strategically  
for its future involvem ent in research. This shift w as alm ost alw ays credited to a 
particular cham pion within the practice, w hose success in moving the practice to a  
m ore established phase w as variously attributed to skill, interest, leadership, and  
political ‘clout’.
"Research started with the previous senior partner. Recognising the 
importance of research in general practice, he invested heavily in data 
management facilities and tried to push forward the agenda on research." 
In te rv ie w  06 s e n io r  pa rtne r, in v e s tig a to r  led -  h igh  p ra c tice
As Figure 7 .2  shows, the m ove from Phase 1 to Phase 2 often resulted from  
particular triggers, such as a m oderate sized research grant, the em erg e n ce  of an 
active local research network, or a training course in the principles, practicalities and  
potential of research. Another critical influence in moving to the concrete planning  
phase w as inter-practice norms and fashions (research being seen as the ‘thing to 
do’ in fon/vard-looking practices), often transm itted through the informal social 
networks that linked practices within a locality.
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7  suspect because various other surgeries had done it and they'd obviously 
discussed amongst themselves, would it be advantageous to do, we 
wondered what we would get out of it. What inputs would be needed and, 
from the patients' point of view, would it help?" In te rv ie w  22 resea rch  
nu rse , c o lla b o ra tiv e  -  lo w  p ra c tice
S om e practices had not m oved beyond the ‘creative energy’ phase -  or had slipped  
back into this phase after one successful project. Th ese practices w ere  continuing  
with a low level of research activity and in som e instances w ere  well poised to 
respond to another trigger if grant funding or other incentives cam e their way.
P hase 3: T ra n s fo rm a tio n  / d iffe re n tia t io n
Participants in established research practices identified a phase during which their 
practice had followed through their plans and undergone transform ation into an 
organisation with a new culture and a dedicated infrastructure for supporting  
research. This phase w as universally perceived as a period of long, hard work, 
associated with m ajor changes in practice ethos, adm inistrative system s, roles, and  
the organisation’s collective knowledge and skills base. Th e  challenges of leading a 
rapidly expanding research organisation w ere clearly considerable, requiring effort 
on m any fronts -  such as recruiting, training and retaining staff; writing grant 
applications; overseeing alterations in physical space (perhaps even  moving  
prem ises); and liaising effectively with partners and colleagues to m an ag e  the  
change.
“I think the other thing that didn’t help was the fact that we were very pushed 
for room in the practice and at one point I used to have to work in the surgery 
when it was empty at the time. I didn’t know where we were based for a 
while, and all of this added pressure on me, so until everything like that was 
ironed out and the staff became more aware, it was a difficult transitional 
period at that point.’’ In te rv ie w  07 resea rch  o ffic e r, in v e s tig a to r  led  -  h ig h  
p ra c tic e
T h e  transform ation phase w as characterised by two key developm ents in the  
organisational knowledge base: theoretical research know ledge (e .g. study design, 
statistics) and the ‘know -how ’ of research administration, data collection and
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storage, troubleshooting, and quality control. A  notable feature of this phase was  
that research gradually ceased to be attached to a nam ed enthusiast within the 
practice and becam e defined m ore impersonally, through such featu res as the  
practice mission statem ent, budget lines, and the job descriptions of both academ ic  
and adm inistrative staff.
Although explicit links betw een research and clinical activity w ere  seen as important, 
developing a separate administrative infrastructure for research appeared  to be 
essential as the volum e of research activity grew. Participants bem oaned the rise in 
paperwork, and som e described a feeling of loss of control as their research  
involvem ent grew  beyond the entrepreneurial ‘one person show ’ and inevitably  
acquired a bureaucracy and formality that had not been necessary in the early days.
“1/1/e have a strategic plan, we have objectives -  this is how we try and inform 
the staff when we coilate our annual reports.” In te rv ie w  02 re se a rch  c o ­
o rd in a to r, in v e s tig a to r  led -  lo w  p ra c tice
.
B ecause of the introduction of new national and local policies, the transform ation  
phase in m any of the practices sam pled in this study paralleled a m ore general 
expansion of research bureaucracy in healthcare, in particular the introduction of the  
R esearch G overnance Frahnework (D epartm ent of Health, 2 0 0 1 a ) and a 
requirem ent for all research active organisations to submit annual reports. T h e  
im petus for developing research infrastructure w as thus partly internal (the need to 
account separately for research expenditure) and partly external (the requirem ents  
of funding bodies, governance structures, and accreditation schem es). A  pivotal 
m ove in the practice’s transform ation w as often the appointm ent of a separate  
research m anager, administration team  and work space within the practice.
“I’m doing everything in the research process from beginning to end.
Management co-ordination, facilitation, support My role initially developed
when I came in to support the GP researchers....Increasing it has become 
more management and co-ordination.” In te rv ie w  02 resea rch  c o -o rd in a to r, 
in v e s tig a to r  led -  lo w  p rac tice
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In the early days of developm ent as a research practice, periods of discontinuity in 
research activity w ere alm ost inevitable w hen a ‘cham pion’ retired or m oved  
practices, taking with them  not only enthusiasm  for research but a w ealth  of skills 
and know ledge that might take years to regain. But by the tim e transform ation w as  
com plete, the practice generally had a critical m ass of knowledge and know -how . It 
also tended to attract staff of high calibre who em braced the research ideal and  
brought in additional expertise.
Phase 4: Consolidation
In this phase, the practice consolidated its identity as a research practice and  
research becam e an integral part of ‘business as usual’, adm inistratively  
differentiated and financially self-supporting. In m any cases, the consolidation  
process w as m arked by a formal m ilestone such as achieving research practice  
status (becom ing a ‘Culyer’ practice (Carter, 1997)) or obtaining the R O G P  Prim ary  
C are  R esearch Team  Award (C arter et al., 20 02 ), and/or by the aw ard of the  
practice’s first ‘big grant’.
"People recognise the practice's name from our research activity and 
publications. People say 'Oh, XXX Practice, I noticed your paper in the 
journal' " Interview 02 research co-ordinator, investigator led -  low 
practice
A  critical m ass of core funding was frequently identified as being a sine qua non for 
m aintaining ongoing research activity. ‘C ulyer’ practices acknow ledged the  
im portance of ring-fenced funding for infrastructure and staff, which gave them  tim e, 
space and confidence to bid for additional support on a project by project basis. In 
contrast, practices that lacked core infrastructure funding felt ‘stuck’:
“We've got publications, we've got grants, our biggest problem is that we've 
got small grants and haven't moved into that higher layer.” Interview 01 lead 
GP researcher, investigator led -  low practice
S evera l participants felt that another prerequisite for remaining viable in research  
w as practice size; although it w as hard to quantify this exactly. Below a certain size, 
they felt, it would be impossible to maintain research expertise and know -how  or to
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sustain an efficient division of labour within the practice. Th ey  also alluded to the  
need for sufficient spare financial and adm inistrative capacity to buffer the  
turbulence of any non-core activities.
In consolidation phase, research was no longer seen as interfering with clinical work  
but as enhancing it both directly (by feeding into variously clinical decision-m aking, 
quality im provem ent and clinical governance) and indirectly (by introducing variety, 
raising motivation, enhancing professional identify, and reducing burn-out). The  
consolidation phase w as associated with a palpable sense of organisational as well 
as individual achievem ent and pride. Participants talked about the practice as 
having gained status -  using expressions like “cutting e d g e ”. Being active in 
research w as seen as a w ay of ensuring the effective recruitm ent of high quality  
professional staff and of providing a w ide range of developm ent opportunities for all 
staff.
Phase 5: Collaboration and linkage
T h e  collaboration phase is not synonym ous with (though it often involves) m ulti­
practice collaborative research. It is the phase in which a m ature research practice, 
w hile still undertaking research on its own behalf, actively links in with the w ider  
research econom y including other practices, research support units, acute trusts 
and social service researchers, and, through these, begins to contribute to the  
strategic developm ent of research locally and nationally.
“To pick up big high-level grants is very difficult, but to pick up charitable 
funding is something we’re looking at now, and we’ve had a little bit of 
charitable funding, and more often now we’re going into large grant 
applications for SDO type bids with the university but with quite a large 
contingent of our research staff on that”. Interview 06 senior partner, 
investigator led -  high practice
'7 thought that on a professional level, talking about how one develops the 
profession itself, there is, I think, a need to encourage all GPs to believe in 
the research ethic and to regard research as being a natural accompaniment 
to the work that we do". Interview 18 lead GP researcher, collaborative -  
low practice
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An early featu re  of this phase was the developm ent of consolidated links (rather 
than occasional interaction) with research support and/or academ ic units. Even  
w hen they had had extensive research training them selves, a num ber of participants 
m entioned the critical im portance of having experts available to help with 
operationalising these principles in the design of a study, the completion of a grant 
application, or the analysis of data. Som etim es (though relatively rarely) such links 
led to advanced academ ic training for som eone within the practice.
Participants also saw  collaboration with academ ic units as going hand in hand with 
further expansion of research activity. Th e  collaborative links forged betw een  
Phase 5 practices in relation to research also enabled closer collaboration on local 
clinical issues and exchange of ideas for best practice. Lead researchers in these  
practices tended to talk not m erely about research developm ent within their own 
practice, but about research priorities and capacity building m ore generally. M any  
participants in this study felt that current D epartm ent of Health policy w as forcing 
them  to collaborate on research projects. S om e felt strongly that coercing practices  
to collaborate on particular projects rather than simply promoting informal linkages  
and networking could be counterproductive, especially am ongst practices w ho w ere  
not yet “ready” for a collaborative approach.
T h ere  is little evidence in this study that participants w ere forging closer links with 
P C Ts, which from April 2 0 0 3  held legal responsibility for local R M & G  arrangem ents. 
M ost participants felt that the individual practices knew  m ore about the local (and  
national) research agenda than their PC T, perhaps because at the tim e of the study 
this research role w as very new  and P C Ts w ere getting to grips with recent 
restructuring. Participants w ere also concerned that there w as a m is-m atch of 
research priorities, with practices having a prim ary care research focus w hile P C Ts  
would naturally take a m ore public health ( ‘needs assessm ent’) focus.
7.4 Stage three: Case studies of general practices as research 
organisations
This section of the research is based around three case studies. T h e  data w as  
gathered from interviews with partners and staff from research practices within the
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th ree P C T  areas. Aspects of the practice interviews have been presented in 
Section 7 .3  above, w here the data w as analysed using a m odel based on V an  de  
V e n ’s innovation journey (Van de V en  et al., 1999). Th ese  data w ere supplem ented  
with interviews conducted with senior staff from the host prim ary care trusts in the  
sam e area. This section will present an overview  of the interviews with the prim ary  
care trusts initially and then will describe in depth the case studies.
In presenting these case studies, the data and the interpretation are deliberately  
presented in the sam e section. This is an established approach in the interpretation  
of qualitative data and is justified in detail in C hapter Five. T h e  data is interpreted  
through the analytical lens of the diffusion of innovation m odel that w as presented in 
C hapter Four. This looks at the diffusion, spread and sustainability o f research  
activity under the following headings:
R esearch as an innovation
Key operational attributes
Adoption and assimilation of research activity
Com m unication and influence
T h e  inner context
T h e  outer context
Im plem entation and institutionalization 
T h e  role of external agencies
Sampling frame: Three pilot research PCTs
T h e  prim ary care trusts had volunteered to becom e pilot sites to try out the  
D epartm ent of H ealth ’s new research m anagem ent and governance arrangem ents  
(S haw  et al., 2 0 0 4 ). This required them  to have a high level o f com m itm ent to 
developing research activity within their area . Each pilot site had a num ber of
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research active practices within its locality and the P C T  provided the research  
m anagem en t and governance support for prim ary care research activity.
T h e  pilot R M & G  sites adopted a range of organisational m odels and structures for 
developing and im plementing research governance. Th ese  w ere built around  
existing and planned alliances with P C O s and other organisations at the tim e of 
evaluation. Key alliances are detailed in Tab le  7 .2  which highlights R M & G  partners  
and the num ber of other P C O s involved in arrangem ents.
Table 7.2: RM&G arrangements in pilot sites -  stage three
Pilot P C O  
R M & G
Total no. of 
PC O s in 
R M & G  and 
pop. covered  
(to nearest 
5000)
Location of 
R M & G
(at the tim e of 
evaluation)
Planned
expansion
(at the tim e of 
evaluation)
Blue Town  
P C T
4  (5 0 0 ,0 0 0 ) , N H S  Trust R G  Unit discussion with 7  
other PC O s in the  
S H A  area
G reen Town  
P C T
1 (1 25 ,0 00 N H S  Trust R &D  
Consortium
discussion ’ with 
P C O s across  
county
Red Town  
P C T
4 (5 0 0 ,0 0 0 ) Research practice of 
R &D Lead
to cover 15 P C O s  
across county
Case study one: Blue Town PCT 
Description
Blue Tow n Prim ary C are  Trust w as form ed in April 2 0 0 2  as a result of a m erger  
betw een the P C G  and the local Com m unity Trust. It has a population of 
approxim ately 13 0 ,0 0 0  and is primarily urban, providing services to a city population  
and a small outlying sem i-rural population. Th e  P C T  locality is described as having  
low to interm ediate levels of deprivation.
Blue Tow n P C T  coordinates the provision of R M & G  services to three o ther P C Ts, 
including research support and guidance to com m unity staff. Th ese serv ices are  
provided in conjunction with the local N H S  Trust’s R esearch G overnance Unit. T h e
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total population covered by the four PC Ts within these arrangem ents is around half 
a million with a mix of urban and rural areas, including som e quite rem ote locations. 
As a tourist area, the population rises significantly in the sum m er placing additional 
pressures on local health resources. Th e  R M & G  arrangem ents include plans for 
future expansion across a larger num ber of P C Ts and these changes would result in 
a teach in g -P C T  being located within the grouping.
Research activity
T h e  survey within this P C T  showed that there w as the following research activity:
•  6 2  (30 W T E  estim ated) research active professionals in P C T  (R M & G ) area  
(21 (1 1 .7  W T E ) independent contractors; 4 1 (1 8 .3  W T E ) em ployed by P C T ).
•  42  research projects started in the P C T  (R M & G ) a rea  betw een April 2001  
and March 2 0 02  (4 student projects; 3 m ulti-centre trials with recognised  
sponsor; 1 comm ercially funded research project; 34 other funded studies)
Figure 7 .3  dem onstrates the local arrangem ents and partnership, with the focus of 
research activity being the R &D consortium which w as established by the P C T.
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Figure 7.3: Summary of RM&G arrangements/partnerships Blue Town PCT
R&D CONSORTIUM
Local M edical 
SchoolBlue Town PCT
RM&G STEERING GROUP  
(NHS Trust Research 
Governance Unit)
Research
network.
Research
Practices
Development of RM&G, description of model and roles and responsibilities
Blue Tow n P C T  is part of a consortium with the three neighbouring P C Ts to handle  
R M & G  issues on a joint basis. Blue Tow n is the lead P C T  in this consortium  
although much of the R M & G  support and administration is provided by the  
R esearch  G overnance Unit (R G U ) and R esearch and D evelopm ent Support Unit 
(R D S U ) within the local acute trust. Th ese  services are provided via a service level 
agreem ent. R &D activity existed prior to this within the P C Ts (six research  
practices) and the acute Trust.
D evelopm ent of this system began in S eptem ber 2001 with consultation across the  
four P C T  areas. This mainly included representatives of six research practices and  
the prim ary care network. An informal research alliance of P C Ts and other research  
stakeholders w as in the process of formation at this tim e and included a research  
governance sub-com m ittee.
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In terms of managing research governance, much of the workload is centrally co­
ordinated by the RM&G Steering Group, which acts as a direct conduit to the RGU 
and RDSU. The services provided by the RGU were developed from an existing 
model that is in use for the local NHS Trust. The philosophy of the support is to 
encourage primary care researchers by undertaking the whole process of 
governance on their behalf, including processing ethical committee approval, 
helping with bids for grant funding, reporting and monitoring research progress.
Facilitators to the development of research activity
There were six active research practices (four within Blue Town PCT and two 
outside of the host PCT, both of which are currently registered under the RCGP’s 
Primary Care Research Team Assessment (PCRTA) Programme) with links to the 
local academic units at a local University and the local Medical School. The chief 
executive of the PCT has a PhD and is committed to developing research activity 
within the locality.
PCT Roles and Responsibilities
Blue Town PCT has a research committee which is chaired by the Clinical 
Governance lead and it is this that provides the forum for discussion of research 
governance issues. Staff with RM&G responsibilities include:
• Chief Executive.
• Clinical Governance Lead.
• Director of Public Health.
The next section of the case study draws on data from interviews with practices with 
the PCT area. These interviews were conducted with two practices in Blue Town 
PCT locality and sought to explore how research activity had developed.
Table 7.3 sets out the interviews that were undertaken with research practices in 
Blue Town PCTs area.
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Table 7.3: interview details case study one -  Blue Town PCT
P ra c tic e
ID
J o b  t i t le L is t  s ize D e p r iv a t io n  
s c o re  (sm r9 1 )
U rb a n /c ity /ru ra l
1 39 Lead GP researcher 15735 98 53 C ity
2 39 R esearch co -o rd ina to r 15735 98.53 C ity
5 213 R esearch nurse 6602 124.16 C ity
6 213 S en io r partner 6602 124.16 C ity
7 189 R esearch o ffice r 6350 124.16 C ity
8 189 Lead GP resea rcher 6350 124.16 C ity
Impressions of the PCT and practices
The interviews with PCT and practices built up a rich picture of an area where 
primary care research was thriving. It was being largely driven by four practices in 
the locality, three within Blue Town and one in a neighbouring PCT. These 
practices were known nationally for the quantity and quality of their research outputs 
and were instrumental in driving the local research agenda. The area had thriving 
research alliances and networks, largely co-ordinated and led by the local GPs. 
There were extremely good links with the local acute hospital, social services, local 
universities and the voluntary sector. Much of this activity could be traced back to 
the vision of several local GPs who based their practices around a research agenda. 
Investments were made in infrastructure to support this, including separate research 
premises and sophisticated information systems.
These practices collectively and individually had secured significant amounts of 
national research funding.
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Research as an innovation
There is a long tradition of research in Blue Town PCTs locality. Four practices, in 
particular have been at the forefront of this activity. Research activity is seen as a 
key aspect of the role of general practice. Respondents were very clear that 
participation in research had a direct and immediate benefit, in that it allowed them 
to answer clinical questions that arose during their clinical practice. This allowed 
them to deliver a better quality of health care to their patients but also acted as a 
personal stimulant. This perception of benefit maps to relative advantage in the 
innovation model. However, respondents said that research was seen as being 
relatively compatible with service delivery only if the two did not conflict in terms of 
time and resource usage.
“Doing general practice for 7 days a w eek is good fun, I enjoy general 
practice but there's no doubt that being involved in studies looks a t what you  
are actually doing improves your motivation, your well being and keeps you  
on your toes. There's all sorts o f reasons for it, m ainly it's a motivator, it's 
enjoyable, not all enjoyable, the form filling is a pain in the neck but 
developing the ideas.” Interview 01 - lead GP in an established research 
practice
Respondents noted that developing a research profile within the practices was a 
complex procedure. It was felt that it was not sufficient to just have a research idea 
and then to explore it. Research was a many faceted activity which required a 
range of skills, including understanding the appropriate research methodology and 
the ability to undertake thorough searches of the literature. In particular 
respondents stated that very few GPs had the statistical competence to design and 
analyse complex studies. Respondents also noted the benefits of working with 
‘research experts’ from other practices, universities, medical schools and research 
support units. These other people were able to help with research design, peer 
review proposals and help with grant applications. In many ways, respondents felt 
that gaining funding was key to ensuring that research activity started in general 
practice. One respondent talked about getting a critical mass of funding which 
“bought” the GP out of service delivery as well as allowing the practice to employ 
extra research staff, without which, there would not be enough organisational slack 
to carry out the range of complex research activities. This notion maps to the
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concept of complexity in the model of innovation and indicates that the more 
complex an innovation is, the harder it is to be implemented.
“The main thing for m e actually about it, I wouldn't like to be a researcher 
sitting here all by myself, it's a team thing.” Interview 01 - lead GP in an 
established research practice
“W e need  more statistics support and som eone to give advice on qualitative 
research methodology." Interview 01 - lead GP in an established research 
practice
7 am interested in the statistical side o f things. With fundholding I liked the 
figures and targets - I found it more stimulating than the patient side o f 
things”. Interview 05 -  research nurse in an established research practice
Respondents from Blue Town PCT felt that it was important that practices could try 
out research and see if it worked for them. Research participation was something 
that practices could sample to see if it had any benefits for them. This illustrates the 
concept of trialability in the theoretical model. Innovations that are seen as trialable 
(can be tried out on a limited basis without commitment) are more likely to be 
adopted. Respondents cited a number of ways in which research activity could be 
sampled to see if it was compatible with practice activities before the practice 
committed fully to it. One respondent gave an example of how he was interested in 
the impact on attendance at outpatient clinics of giving patients a copy of their 
referral letter. This was the GPs first attempt at research. It was a project that could 
be undertaken without the need for too many resources and allowed the GP to test 
his research skills as well as start to build his credibility as a researcher. The 
availability of a range of small, discrete projects provided the GP with an opportunity 
to ‘try out’ research. This trialability was also seen to be important in ‘selling’ 
research to other members of the practice team as well as being a way that 
potential GP researchers could see if it fitted within their job plans.
“W e were all thinking about prim ary care, what we were doing. I explored  
parts o f general practice that interested me. I got interested in CHD, I didn't 
know what to do with patients who had high cholestérols and I did an audit,
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got the feel for it. The senior partner encouraged me to take up a sm all piece  
o f research on the back o f this.” Interview 08 - lead GP in an established 
research practice
Respondents discussed the ‘reinvention’ aspects of research activity and noted how 
this had changed with the Government’s approach to having the Department of 
Health responsible for setting a national R&D agenda (facilitated by PCTs) which 
meant that there were fewer chances that research activity could be shaped to fit 
GP or local interests. Respondents felt that all R&D funding was channelled 
towards a selected group of research topics thus preventing them developing their 
local interests.
“Research is going to be more top down - our research has alw ays been  
interest led. Even though the P C T  might want to take the lead, currently it is 
the research practices which are setting the agenda. But I have notices that 
bottom up research is disappearing - weVe got to be addressing local needs, 
national priorities. A real blow, was the loss o f N H S  responsive funding. The 
bigger programmes address the priority areas but they're so competitive, a 
smail practice hasn't got a chance. B igger is better... The individual research  
G P  is being put off.” Interview 02 -  research manager in an established 
research practice
Key operational attributes
Respondents stated that participating in research activity could be seen as a key 
part of service delivery in general practice. Research contributed to clinical 
updating; it helped to answer difficult or unanswered clinical questions. Several 
respondents described how they had arranged practice meetings to feedback the 
progress of their research activity to the wider practice team as part of the practice’s 
CPD processes.
“It has helped  - one o f the studies we have done is looking at patien ts ’ 
agendas and getting them to complete a form prior to consultation. The GPs  
were involved and all felt that it had  helped them with their consultations.
204
This is therefore contributing to service delivery. It also saves G P  tim e.” 
Interview 01 - lead GP in an established research practice
Respondents stated that the choice of research topic was important and that it 
should link with relevant topics to the practice population and without this approach 
there would be a lower level of interest from practice staff and colleagues. One 
respondent felt that the Department of Health was now setting the research agenda 
and channelling funds towards topics identified as a national priority. These topics 
did not always match with what the practice was interested in and therefore this type 
of research was seen as less relevant to the practice.
All respondents stated that when their practices initially got involved with research, 
they were able to undertake small projects and concentrate on managing the project 
in-house. They often got colleagues to help with the research design and got the 
same group to peer review the protocol. Ethical approval was not needed, in most 
cases and, it was stated, there was no pressure to register the study with the local 
health authorities. All respondents agreed that the changes to the I^HS research 
management and governance framework had caused significant feasibility 
problems. They felt that the new arrangements had introduced a whole new level of 
bureaucracy which would inhibit research activity within general practice. This 
would lead to implementation complexity. Respondents stated that even though 
administrative support was available through the local hospital’s Research and 
Development Support Unit (RDSU), there was still a fairly complex process that 
needed to be completed before research activity could be undertaken.
“The ethics issue is not a problem because we have a one stop shop a t the
Hospital, getting grants and funding is going to be more difficult W e
tap into places like the audit departm ent and  we've also accessed  the 
statistician from the university. I haven't actually found those things terribly 
helpful because the primary care departm ent tends to be too busy. W e've  
used them to look at studies and I haven't actually found them particularly
helpful. W hat I have now found helpful is actually employing ...........  to
bounce ideas off. W e also have the P ro f at the University and  he is now  
som eone who we can take ideas to, take information from and g et feedback  
from. The networks arrangem ent has not been so helpful as it is a bit too big
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but the sm aller [Blue Town] research practice collaborative is better. W e get 
together once a month - there is interaction.” Interview 01 - lead GP in an 
established research practice
One of the advantages of research activity in the recent past, respondents 
perceived, was its divisibility. Several respondents felt that they could get involved 
in good research projects without needing to be expert in all parts of the study. One 
example was cited, where practices worked with a local researcher to advise on the 
statistical aspects of any trial and undertook quantitative data analysis for the 
practices. The local PCT had paid for support from the local RDSU which undertook 
most aspect of the management and governance of research projects. 
Respondents stated that it was helpful to have someone who could peer-review 
their projects, process ethical approval and oversee the reporting arrangements. 
This support was welcomed, although respondents were not complimentary about 
the need for these processes in the first place.
“W e wiil be collaborating more with other practices. This cguld lead  the 
practice to lose its identity. But it will give a critical m ass o f researchers and  
it will be better financially.” Interview 05 -  research nurse in an 
established research practice
“Size is an issue because sizes usually lead  to academ ic credibility and  track  
record and it is probably fair to say that there is a slight doubt as to w hether 
single practice research or single practices are viable research units. 
Increasingly you need a multidisciplinary team, and a single practice can't 
produce a multidisciplinary team o f that calibre.” Interview 08 - lead GP in 
an established research practice
“W e n eed  more statistics support and som eone to give advice on qualitative  
research methodology.” Interview 01 - lead GP in an established research 
practice
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Respondents noted that they were, first and foremost, GPs and not research 
academics. All of them stated that they were dependent on their academic 
colleagues for the appropriate input in study design and, in particular, quantitative 
methods. Most respondents felt that their major contribution in the design of the 
study was in formulating the initial research question. They also saw their strengths 
as recruiting patients and carrying out the studies. In this respect, they identified 
that to be an effective researcher, one needed to have a portfolio of knowledge and 
skills. A number of respondents felt that very few GPs would have all these skills 
but that they were available locally and that they could be contracted in. 
Respondents mentioned a GP colleague. Dr H, who provided research support on a 
sessional basis. Dr H’s expertise was in quantitative design and data analysis.
Adoption and assimilation of research activity
The adopters of research activity were the GPs themselves. The GPs who were 
interviewed tended to be senior partners (often the senior partner) within their 
practice and in a position to take decisions about the direction of their practices. 
The impression was that they were entrepreneurial in nature and able to tolerate a 
certain level of risk and uncertainty. In all cases, respondents were looking for 
stimulation and a diversion from the day to day routine of general practice. 
Research, for many was seen as a part-time activity, although many respondents 
devoted quite a proportion of their time to it. The respondents all talked about how 
the culture of research was developed within their locality by one colleague (who 
has since retired) and the contribution that this colleague made to the development 
of general practice internationally. They described the influence that this GP had on 
them and identified him as a role model.
7 joined the practice 15 years ago and it was the enthusiasm of the senior 
partner. I looked for odd sessional appointments to free me up from the 
demands of primary care and to allow me to drop my time in the practice and 
I dropped from 9 sessions to 6 sessions. I now do 6 GP sessions and 4 
academic sessions.” Interview 08 - lead GP in an established research 
practice
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7 have had a lot of support from the senior partner and my coiieagues. I think 
that's extremely important, peer support from other busy clinicians. "
Interview 08 - lead GP in an established research practice
“Doing générai practice for 7 days a week is good fun, i enjoy general 
practice but there's no doubt that being involved in studies looks at what you 
are actually doing improves your motivation, your well being and keeps you 
on your toes. There's all sorts of reasons for it, mainly it's a motivator, it's 
enjoyable, not all enjoyable, the form filling is a pain in the neck but 
developing the ideas is greaf.” Interview 01 - lead GP in an established 
research practice
Respondents talked about the assimilation process. They identified that even 
though it was possible to undertake small projects, there was a certain level of 
knowledge and practice infrastructure that was needed. For example, respondents 
identified the need for good computerised records to ensure that thorough searching 
could be undertaken to identify patients who were potential research participants. It 
was felt that practices needed to have bespoke rooms and office equipment for 
research activity. Respondents highlighted the need for participant confidentiality 
and therefore lockable filing cabinets were a necessity. All of this meant that 
practices had to make a substantial investment in infrastructure to start participating 
in research activity.
“Research started with previous senior partner. Recognising the importance 
of research in general practice. Invested heavily in data management. 
Pushed forward the national agenda on research in general practice.” 
Interview 06 - lead GP in an established research practice
“The practice wasn't a research practice but I paid myself one day a week 
from the grant and worked two days a week on the project. I then decided to 
apply for Culyer funding for the practice. I decided to stop clinical practice 
because of a disability and became a full time researcher but remained in the 
practice. I have now got two research fellowships and so do no clinical 
practice. There is a formal structure which separates the two parts of the 
pracf/ce.” Interview 06 - lead GP in an established research practice
208
Research activity was seen as a complementary activity to service delivery and one 
that improved the skills of the respondents as clinicians, as well as teachers. In this 
respect, all respondents felt that it added to the value of their clinical work and made 
the practice a more effective organisation for patients. Research was also seen as 
a way of recruiting new GPs to the practice. Respondents described how difficult it 
was to get good new GP trainees and partners (to fill vacancies). Respondents felt 
that the opportunities provided by being a research practice meant that the 
recruitment process was made far easier. Participation in research activity also 
added to the profile of the practice.
“I was looking for something part time, flexible with a lot o f variety and  
something that would have a bearing on other people's lives. I like deta il.” 
Interview 07 -  research officer in an established research practice
Respondents were very clear about the concerns about getting involved in research 
activity. These were around the impact that it would have on the mainstream 
activity of the practice. All participants identified that service delivery came first and 
that it was vital that research activity did not detract from this. In all of the practices 
visited, respondents also identified that they were in the minority, among their 
partners, in being interested in research activity. This meant that they always had to 
negotiate ‘space’ for research activity within the practice. Respondents were clear 
that if research activity did not contribute financially to the practice’s income, then it 
would not be tolerated. At the very least, respondents felt that it should be cost 
neutral. All respondents talked about this concern and identified the pressure that 
new partners could bring particularly if they were not interested in research activity 
themselves. The view of respondents was that this pressure for research activity 
came from non-research active partners and not the respondents themselves.
“W e needed separate accounts. W e arranged early on that the research  
practice would pay the clinical practice a sm all sum o f m oney to account for
the papenwork and use o f IT  The practice wasn't a research practice but
I pa id  m yself one day a week from the grant and worked two days a w eek on 
the project, how ever it would have been very difficult to maintain m y clinical 
input with m y current level o f research activities. I miss clinical input and
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m ight go back aithough you can formulate a m odel o f a prim ary care  
researcher without being a primary care physician.” Interview 08 - lead GP 
in an established research practice
This respondent talked about the changing nature of his practice. Initially, when he 
joined, it had been very research focused, with all partners having a research 
profile. These partners often had part-time service delivery contracts and spent the 
rest of their time on research activity. They received research training from the local 
university and mentoring from their senior partner. However, when the senior 
partner and some of their colleagues retired, new partners were recruited who did 
not have the same interests in research and were more focused on service delivery. 
This caused major conflicts at practice meetings, leading to a formal agreement 
about the financial contribution that research should make.
Respondents felt that the initial decision about whether a practice should get (or 
remain) involved in research was taken by the individual research active GP. It was 
then part of their role to negotiate space and time for this activity with their 
colleagues. Respondents felt that research activity made an important contribution 
to the work of the practice but described how they continually had to make a case 
for it with some of their sceptical partners. Respondents did not feel that practice 
size was a determinant of whether research should be undertaken but were more 
concerned about its impact on practice business. Their view was that practices of 
any size, including single handed practices could get involved in research. Indeed 
one of the respondents, now worked on his own as a single handed researcher.
“The practice has a separate research building. But we need  to m ake a 
statem ent to say that this is still part o f the practice - staff com e to this 
building for odd meetings. This part o f the practice is still self-funding.” 
Interview 06 - lead GP in an established research practice
“It was quite clear to the practice that research was going to be 'my baby' and  
they didn't want to hinder me. I was always part time and so getting locums 
wasn't a problem. The practice knew  that this would keep m e happy and  that 
it would give them some kudos.” Interview 08 - lead GP in an established 
research practice
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Respondents described the typical pattern of the assimilation process in practices. 
Initially researchers started with a certain level of curiosity and an interest in 
research. Respondents then felt that they undertook small research projects on 
their own or as a collaborator with colleagues or as part of a wider research 
network, such as the MRCGPRF (Medical Research Council General Practice 
Research Framework). This allowed them to develop their skills and interest. 
Respondents also identified that it was at this stage that they started to seek out 
research methods training. Once they had been successful in their initial projects, 
many described how they then started to bid for research funding. Indicating that 
money was needed to sustain the activity and fund the infrastructure that larger 
projects needed. If these bids were successful, respondents were then in a position 
to recruit research staff and undertake larger projects. Two respondents talked 
about involving practices from the locality in the next stage of their research and, in 
particular how they had recruited patients from these practices to ensure the widest 
population for their research. Two of the practices had secured significant national 
funding for their work and had been able to develop a separate research function 
within their practices. This separate function employed bespoke research staff and 
was located (in both cases) in a different building from the main part of the practice. 
Respondents described how these were almost like ‘academic units of general 
practice.’
7 didn't realise what the research practice funding was about. I thought that it 
was about giving you time to plod aw ay and do own account research. It was 
only after a yea r or more that I realised that it was to give you time to write 
big research protocols to get big research money. The research funding was  
actually infrastructure funding. Once the penny had dropped I started  
applying for other grants. I got several sm all grants and then applied for the 
'big' cancer one. That built on m y previous clinical experience and  m y  
knowledge that G P  records are a tremendous source o f information that's 
underused, and putting the two together m eant that we could look a t the early  
factors o f cancer systematically. It is eas ier to get access to practices  
because I am a G P  and people know m e .” Interview 08 - lead GP in an 
established research practice
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“Size is an issue because sizes usually lead  to academ ic credibility and track  
record and it is probably fair to say that there is a slight doubt as to w hether 
single practice research or single practices are viable research units. 
Increasingly you need  a multidisciplinary team, and a single practice can't 
produce a multidisciplinary team o f that calibre.” Interview 06 - lead GP in 
an established research practice
All respondents were clear that one of the advantages of research activity was that it 
could be undertaken at a number of different levels and that practices were free to 
choose which one fitted with their particular needs and interests. Respondents felt 
that this plurality of choice helped to ensure that anyone who wanted to be research 
active could be.
Communication and influence
Respondents described the strong research influences within Blue Town PCTs 
locality. There was a tradition of research which had been started by two or three 
GPs twenty years ago. These GPs were seen as charismatic leaders, who were 
involved in general practice leadership on a national scale and were very keen that 
their philosophy of a research-led profession was implemented locally. 
Respondents describe how these individuals developed the local research networks 
and ensured that as many GPs and primary health care professionals were as 
active as possible.
“The senior partner acted as a role m odel I Joined the practice 15 years
ago and it was the enthusiasm o f the senior partner Research started with
previous senior partner. Recognising the importance o f research in general 
practice. Invested heavily in data m anagem ent. Pushed forward the national 
agenda on research in general practice.” Interview 06 - lead GP in an 
established research practice
In particular, several respondents talked about how senior partners, in the past, had 
recognised the importance of research activity and had invested in developing 
information systems and practice infrastructure. These senior partners, 
respondents noted, had identified that general practice was an ideal arena for
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research activity. Respondents stated that participation in research had been seen 
as a way of creating a learning environment within general practice and a way of 
ensuring that the organisation would look attractive to incoming doctors thereby 
addressing recruitment problems that were being experienced. This illustrates the 
concept of a champion taking the lead and stimulating research activity in the 
innovation model.
There was a strong network of researchers with Blue Town PCTs area. 
Respondents described how the local PCT is part of a consortium with the three 
neighbouring PCTs. Blue Town PCT is the lead in this consortium although much of 
the RM&G support and administration is provided by the Research Governance Unit 
(RGU) and Research and Development Support Unit (RDSU) within the local acute 
Trust. Respondents described how these services were provided via a service level 
agreement. Development of this system began in September 2001 by consultation 
across the four PCT areas. This mainly included representatives of six research 
practices and the primary care network. One respondent identified that there was 
also an informal research alliance of PCTs and other research stakehqlders and this 
met on a regular basis with members discussing a range of research issues. The 
respondents felt that the strong networking arrangements within the PCT area 
helped to promote and develop research activity.
I think having six practices researching in the city is not sustainable. H a lf are  
successful and ha lf are Just holding their own. W e have an R G U  and an 
R D SU , why do we need a primary care network? The new  m edical school 
hasn't been very successful in getting funding. [Xxxxxx University] is a 
success and that is why I go there. Interview 08 - lead GP in an 
established research practice
The inner context
Respondents felt that the culture, structure and nature of the practice was important. 
They identified the need for strong leadership and mentoring skills at the initial stage 
of research development. In many respects, respondents also thought that practice 
size was important. Initially, there was not a need for separate functions or research 
structures within the practice as respondents identified that the sessional basis of
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general practice and the acceptance of portfolio careers permitted professionals, 
particularly partners, to pursue other interests. One respondent identified the 
tensions as research commitments developed and said that functional divisions and 
separate research structures would then be an advantage for most practices.
“Size is an issue because sizes usually lead  to academ ic credibility and track 
record and it is probably fair to say that there is a slight doubt as to w hether 
single practice research or single practices are viable research units. 
Increasingly you need  a multidisciplinary team, and a single practice can't 
produce a multidisciplinary team o f that calibre.” Interview 06 - lead GP in 
an established research practice
“M y clinical partners, a couple o f them were very nervous that things could 
explode in their face, that's ju s t their personality, so there was always the 
slight defensiveness that although we want the research practice to be a 
success but we don't want risks to be taken with the good nam e o f the 
practice. H ow ever the arrangem ent works well because I had  10 years  
working in the practice.” Interview 08 - lead GP in an established research 
practice
Respondents felt that the small business nature of general practice and the 
independent contractor status were important factors in allowing research activity to 
be implemented. Without the facility for executive decision making, this would be 
impossible. Respondents were very clear that it was the availability of slack 
resources which were key to the adoption process. Most respondents described the 
high workload in general practice but acknowledged that they were able to make 
choices in the way that time was spent and that, if they wanted to, they could to 
undertake several sessions a week of research activity instead of seeing patients.
Respondents identified the need for organisational space and time. This illustrates 
the need for absorptive capacity for this type of new activity, a concept described in 
the theoretical model. In particular respondents felt that there was likely to be more 
absorptive capacity in larger practices and that single-handed GPs would struggle to 
find the time for research and their patients. This was not always the case and one
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respondent talked about how he had given up being a principle in general practice 
and worked on a sessional basis to fit round his research work.
“But I have notices that bottom up research is disappearing - we've got to be 
addressing local needs, national priorities. A real blow was the loss o f N H S  
responsive funding. The bigger program m es address the priority areas but 
they're so competitive, a small practice hasn't got a chance. B igger is 
better... The individual research G P  is being put off.” Interview 02 -  
research manager in an established research practice
Part of the absorptive capacity involved ensuring that the right people had the right 
skills to undertake research. Research training was seen as key here. Two 
respondents mentioned how they had been funded, by their practice, to study for an 
MSc in Research Methods. Other respondents talked about the need to develop 
existing practice staff or recruit new staff to help with particular aspects of research. 
Respondents talked about the need to employ research administrators and nurses 
as well as information officers. Respondents also noted the importance of providing 
training and development support for these people. They identified that without this, 
these staff would not be able to function effectively in their roles and research 
activity would be less effective.
7 am  funded for one session a w eek and that is not enough so the 
compromise is personal time, but against this is the personal enjoym ent o f 
carrying out research. I suppose financially it’s not worth it because if I 
actually went off and worked that time that I did the research I'd be earning  
quite a lot o f money. Time and m oney against that i'm gaining health and  
keeping m y brain ticking over.” Interview 01 - lead GP in an established 
research practice
“There is never enough time, because this is a part time Job. Research is not 
a 9 -5  Job, if you've got meetings or conferences or a grant deadline. Then  
you literally work all the hours there are. " Interview 02 -  research manager 
in an established research practice
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Respondents felt that the practice had to be receptive to the idea of research. In 
many cases this decision was made as part of a business decision although 
respondents noted that on an individual basis researchers got involved in research 
because of their curiosity or need to get professional stimulation outside the main 
area of service delivery. One of the difficulties identified by respondents was the 
need to recruit patients into research activities. This often involved selecting 
patients who were registered with non-research active colleagues and therefore it 
was seen as important that colleagues were supportive of the activity.
The outer context
Respondents noted how the research climate had changed within the PCT locality. 
When the research practices were developing their activity in the 1990s, the agenda 
and research questions were set by the practices themselves. This had changed 
when the focus of research funding was refocused on the PCT as an organisation. 
Respondents also described the change of focus for Department of Health funding 
towards exploring areas identified as national priorities. This meant that there was 
less of a local relevance to the research agenda. They also stated that the PCT 
was interested in local issues, such as patient compliance, and while this needed 
addressing, it may not fit with the researchers or practices’ needs. Respondents 
also described the pressure that national funding bodies were putting on 
researchers to collaborate with other bodies such as academic units. This may suit 
some projects: however, respondents felt that it may not be appropriate for all areas 
of research activity.
“Research is going to be more top down - our research has always been  
interest led. Even though the P C T  might want to take the lead, currently it is 
the research practices which are setting the agenda. But I have notices that 
bottom up research is disappearing - we've got to be addressing local needs, 
national priorities. A real blow was the loss o f N H S  responsive funding. The 
bigger program m es address the priority areas but they're so competitive, a 
sm all practice hasn't got a chance. B igger is better... The individual research  
G P  is being put off.” Interview 02 -  research manager in an established 
research practice
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“The Culyer funding has helped provide space and time. There will be 
tensions though, because Culyer funded research practices are m eant to 
produce work that is relevant nationally and the P C T  m ay want practices to 
produce locally focused work. So if the P C T  wants research done into how  
one o f their community hospital works, I would have to think twice about 
w hether its appropriate for me to put m y research practice resources into 
that." Interview 08 - lead GP in an established research practice
Respondents also felt that that the current changes in general practice and the 
proposed changes to the QMS contract through which they were remunerated, also 
cause problems with the development of research activity because of the extra work 
pressures facing them and their colleagues.
Respondents noted the importance of working in a research-active culture within the 
PCT locality. They felt that it was far easier to get involved in research where it was 
seen as an acceptable activity for a primary care organisation and where there was 
plenty of peer support available from networks and other practices.
Implementation and institutionalization
Respondents talked about how research activity had developed from the first initial 
project. Three areas were identified as being crucial by the respondents: human 
resources, involvement of key staff and project management. Most practices had 
recruited research nurses, assistants and information officers. One other area that 
was seen as important was the employment of a project manger or research 
coordinator. Given the increasing bureaucracy surrounding the management and 
governance of research activity, practices identified the need for someone to deal 
with this area. Their duties included project management, dealing with the research 
management and governance paperwork, reporting, writing grant applications and 
research progress reports. Respondents identified that this work was very time 
consuming and if research active staff got involved in it, they would have no time for 
undertaking the research itself.
“M y role is to support the team. It's the team  element, the team  building, 
keeping the team  together. I also advise m y colleagues where they should
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go for ethics, research governance forms, grants, funding.” Interview 02 -  
research manager in an established research practice
It was also seen as vital that research activity ‘dovetailed’ into the main activities of 
the practice. Respondents described how they involved their colleagues and staff in 
the research activity. In most cases this took the form of feedback at practice 
meetings or the delivery of bespoke training events designed to ensure that practice 
staff were up to date in particular research areas.
One strong area, which allowed research activity to develop, be adapted and 
tailored to practice needs was the existence of several research networks and 
groups. Respondents noted how important these were for sharing ideas, peer- 
review and problem solving activities. They also allowed researchers to identify 
potential collaborators. Respondents noted that in Blue Town PCT locality there 
was a small group of about ten to twelve individuals who were active participants in 
most of these networks.
The role of external agencies
Respondents were quite clear that the research agenda was really set within the 
practices and that even though the PCT were supportive, they did not really have 
the experience or time to influence the practices’ research activity. Respondents 
noted that there were two external agencies that did help facilitate the development 
of research and these were the Department of General Practice in the local medical 
school and the RDSU at the local acute trust. The Professor of General Practice, it 
was felt, bought credibility and helped identify and gain external funding. This was 
seen as vital to the development of larger research projects. The RDSU was helpful 
for dealing with the RM&G administration which was now necessary under the new 
RM&G arrangements within the NHS.
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Case study two: Green Town PCT 
Description
Green Town PCT Research Consortium has a number of partner organisations 
including the four local PCTs. The combined population of the four PCTs is 538,169. 
It is an urban area, co-terminus with the city, with a high level of deprivation, 
particularly in the east of the city, with areas of affluence in the west.
Green Town PCT Research Consortium was formed due a merger between local 
PCGs and the Community Trust where existing arrangements were in place for 
research. The Consortium receives funding from the NHS R&D Levy which enables 
it to provide project funding and research management and governance functions to 
local partnership organisations. The Community Health Organisation (CHO) 
provides finance and personnel support. Figure 7.4 sets out these local 
arrangements for Green Town PCT.
Figure 7.4: Summary of RM&G arrangements/partnerships in Green Town PCT
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Prior to the development of the PCTs, the Community Trust had built up a research 
portfolio with an R&D Director in post over 4 years. With the move to PCT status 
and the dissolution of the Community Trust, questions were raised as to the 
feasibility of each local PCT having a Research Director, especially where there was 
a low level of research activity. Talks were held with the Consortium Research 
Director emphasising the organisation as a partnership. The PCTs agreed to build 
on existing infrastructure and to join forces to increase standards and productivity.
The Consortium aims to ensure good research governance, maintaining high 
standards of quality, conduct and financial management. It funds research and is a 
registered as a research sponsor. Its also helps staff develop their research skills 
and allows academic researchers and practitioners to collaborate on projects. In 
particular the Consortium aims to build on new requirements for collaborative 
research with social care agencies and with public health. The Consortium receives 
funding through the NHS R&D Levy, a percentage of which is top-sliced for all non­
project funding.
All Trust employees, academic partners and independent contractors conducting 
research within the Consortium are required to seek research governance approval 
for their research through the consortium office. Protocols are submitted with a five 
page (minimum) RG Application Form to the Consortium Office which copies these 
to the relevant PCT R&D Lead; the relevant host Trust Risk Manager to advise on 
indemnity; the Programme Lead; and the Academic Advisory Group's Peer Review 
Panel, if scientific quality has not already been checked. The Project Lead 
communicates directly and independently to the LREC (If the project lead is also 
seeking funding through the Consortium then this is also sent to the Management 
Group). A decision regarding approval (and funding) is given 30-60 days later. Six 
monthly monitoring of projects is currently being introduced.
The Board of the Consortium acts as a strategic group with membership including 
all partner organisations. Each PCT has a Research Governance lead who is 
responsible for cascading information around research governance responsibilities. 
There are links between the Consortium R&D Office and Clinical Governance within 
CHO. This is reflected at PCT level also.
2 2 0
PCT Roles and Responsibilities
The Consortium Office has a number of key staff including 0.4 WTE Research 
Director responsible for strategic direction of the organisation; a full time Consortium 
Manager and a full time Consortium Administrator. Plans include the use of 
opportunistic money to bring in additional support for the Consortium Manager, as 
much of his time is currently taken up in Research Governance rather than on 
research support, though this will change as alternative arrangements are put in 
place.
The next section of the case study draws on data from interviews with practices with 
the PCT area. These interviews were conducted with two practices in the PCT 
locality and sought to explore how research activity had developed. Table 7.4 sets 
out the interviews that were undertaken with research practices in the Green Town 
PCT area
Table 7.4: Interview details case study two -  Green Town PCT
P ra c tic e
ID
J o b  t i t le L is t  s ize D e p r iv a tio n  
s c o re  (sm r9 1 )
U rb a n /c ity /
ru ra l
13 A35 Lead GP researcher 10500 121 87 C ity
14 A 35 Practice m anager 10500 121.87 C ity
15 A35 GP researcher 10500 121.87 C ity
16 A 35 R esearch nurse -  co ­
ord ina to r
10500 121.87 C ity
17 A 35 R esearch nurse 10500 121.87 C ity
18 574 S en io r GP partner 9000 103.76 C ity
19 574 Nurse practitioner 9000 103.76 C ity
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Research as an innovation
The practices involved interviewed within the Green Town PCT were involved in two 
broad areas of research. These were drug company funded clinical trials and 
MRCGPRF funded clinical trials. In these types of research, practices are trained 
and funded to recruit patients for involvement in large centrally co-ordinated trails. 
The partners and staff who were interviewed were therefore involved in a very 
different type of research to those in Blue Town PCT. Research was seen as a 
mechanism for generating income to the practice and, in most cases, research 
projects were selected on the basis of the contribution that they could make to the 
practice’s finances. There was very little interest in publishing the results or 
applying for grant funding. The practices were happy to take the role of assistants 
or data gatherers in a wider study and were not interested in adopting the ‘principal 
investigator’ role of their colleagues in Blue Town PCT. The relative advantage 
demonstrated by research was that it could make a financial contribution to the 
practice and partners’ income. Two respondents explicitly stated that it was a way 
of paying the wages of existing practice staff who had been employed when the 
practices were part of a GP fundholding total purchasing pilot and no longer had a 
role once this scheme was abolished in 1998.
“This is a way to fund the research staff's posts.” Interview 14 -  practice 
manager in a medium-sized research practice
“Research mostly started with the total purchasing pilot. G Ps had  specific  
interested and linked with the appropriate staff and colleagues across the 
pilot. W e had a m anager to support this. It was a sham e when it was  
abolished. Ms X  was the m anager o f the TP P  and when it finished som e o f 
the G Ps decided to m ake h er our lead  research nurse who is funded outside 
GMS.” Interview 13 - lead GP in an established research practice
“So then D r W  arrived in the practice when it was fundholding already, and  
then introduced more o f the pharm aceutical trials element, then fundholding  
finished and then that allowed the funding o f your additional post as research  
nurse plus other activities.” Interview 13 - lead GP in an established 
research practice
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Respondents talked about research as a supplement to normal service delivery and 
felt that it was only compatible with existing service delivery activity if it did not get in 
the way. By this, respondents meant that research should not take partners and 
staff away from seeing patients or cause too much disruption for patients. In this 
respect, respondents were clear that they did not have time to develop new 
research questions, protocols and deal with the administrative aspects of research 
management and governance. These issues would have to be dealt with by others 
(i.e. the pharmaceutical industry or the MRCGPRF). Respondents stated that they 
expected the funding/co-ordinating organisations to be responsible for funding any 
extra staff and providing any extra equipment which might be needed.
" [research is] seen as part o f the practice's business alongside clinical
work and hospital sessions.” Interview 14 -  practice manager in a 
medium-sized research practice
A distinct advantage of this type of research, respondents stated, was the ability to 
pick and choose research topics. This is the equivalent of relative advantage in that 
practices can ‘dip in and dip out’ of research projects and not have to make a major 
commitment up front to a large research project. Indeed respondents stated that 
they always went to briefings about the research projects that were on offer and 
they selected which ones to become involved in on the basis of whether the topic 
was relevant to their patients, whether the trial offered sufficient financial rewards 
and whether there were the in-house skills available. They also looked to see how 
much disruption the study would cause to their practice.
“W e have been approached m any times o f the years as a large practice. 
W e ’re always being bom barded by students o f various types and  
organisations who want to use our patient database, and the G P R F  
contacted us and we felt that they were a really solid organisation with a good  
track record.” Interview 17 -  research nurse in a medium-sized research 
practice
“A colleague goes to meetings with drugs companies and then comes back to 
our practice and tells us what we should be doing.” interview 13 - lead GP in 
a medium-sized research practice
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“The practice that he took over was run down and therefore looked into doing 
commercial trials in order to bring in some money and make improvements to 
the practice. He became involved in research in a number of different 
therapeutic areas and with different pharmaceutical products.” Interview 15 
-  GP researcher in a medium-sized research practice
It is important to note that these types of studies do not permit any reinvention of the 
protocol or research process. Practices cannot adapt the research programme to 
suit their purposes; they must follow the guidelines drawn up for the trial. However 
respondents did feel comfortable with this type of research because they were given 
a pre-developed protocol which they had to follow. This reduced the complexity of 
the task and avoided all of the problems associated with formulating questions, 
designing research protocols and understanding the necessary analytical 
techniques. This simplicity was seen as being an important aspect of the adoption 
process.
“The first time we came across research governance as opposed to the 
ethics committees, which still go on of course, we got this vague message, 
and the university had been asked to look at research governance, and they 
did, and we had a trial coming up that we thought we were going to lose 
actually because we were ail geared up to do the trial when we got this 
message from the university saying ‘you haven’t asked us’ and we said ‘you 
never told us we had to’ and then they came up with this great pile of forms. 
They were very nice, but this great pile of forms that had absolutely no 
bearing on what was a pharmaceutical trial, because it was geared up to 
somebody who maybe was doing an MSc or .. it didn’t have the bearing. 
Anyway, with the help of the company and between us we managed to put 
something together.” Interview 16 -  research nurse co-ordinator in a 
medium-sized research practice
Respondents talked about the operational attributes of the research that they were 
involved in. When choosing a research topic, respondents felt that it was important 
that the study was relevant to their practice population. Respondents stated that 
this helped when they were recruiting patients for the study but the associated
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education processes (provided by the pharmaceutical industry or the MRCGPRF) 
also helped their staff, particularly their research nurses. Therefore, if a research 
project was seen as being useful to the practice, it would be undertaken.
“Although w e ’re fairly picky about what research we do, because there ’s a 
strong ethical feel about the practice, but m ost other things don’t really have  
to be done on a certain time scale, they can be p lanned o r .. and m y time 
here is fluid. W hen selecting research topics we have a discussion with the 
partners. As o f a few  weeks ago the doctors decided that I could determine  
which research we did without it having to go to a full meeting, but up until 
then it’s gone to a meeting. And I would still go to a m eeting if  I was doubtful, 
because we don’t want to take patients off a good situation., there ’s no way  
w e ’d take them off drugs that were suiting them to go through a wash out 
period to try a new  one, so there ’d  have to be some sort o f win-win for the 
patient, if  you’re talking about actually an intervention, actually giving them  
something. W e do have one or two patients who have, because o f a 
particular condition they have, that they don’t fee l they’re doing very well in, 
who will ask, if there is any research will you let m e know, will you discuss it 
with m e? But we wouldn’t., how can I put this?. . we wouldn’t le t research  
dominate how  we would treat patients” Interview 16 -  research nurse co­
ordinator in a medium-sized research practice
Respondents also noted that the decision making as to whether the practice would 
become involved in a research study was usually made by a group of GP partners 
or the senior partner. Other practice staff had little say in what project would be 
undertaken. Once the project was undertaken, most of the work was done by 
research nurses, GPs had very little input, apart from helping recruit patients. 
Respondents described how the sponsoring/funding agency undertook all of the 
preparation, training and project planning. This reduced the implementation 
complexity of the process. The training also ensured that the necessary skills for 
the research project were present within the practice. Respondents were clear that 
no higher level understanding of research methodology was needed.
Respondents also saw research as a way of raising the practice profile to patients 
and other professionals. However, one respondent saw that this could cause
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problems for patients particularly with the inherent uncertainty of the research 
process. The respondent mentioned the problems of changing the drug regime for 
patients, once they had been part of a trial. The implication was that this could 
cause problems and therefore harm the practice’s profile.
“It is seen as being good for the practice. It raises the profile. They also 
recruit patients for other trials in other practices. A problem could be a fte r one 
o f the drug trials where you ’re able to swap treatments for patients, because  
then the treatm ent’s withdrawn along with the drug com pany research?  
Som etim es the drug companies will allow a continuation o f supply o f 
medication until it’s licensed either som ewhere in Europe or in this country. 
Som etim es it’s a case o f switching the patient to a .n .other medication. 
Som etim es o f course, w e ’re not doing the very early trials, so som etim es the 
stuff is already licensed before the trial’s finished. The difficulty there is if  it 
needs unblinding, so we have to m aybe wait and see what the patien t was 
taking. It wouldn’t follow that we would automatically put them on w hatever 
the new  drug was. But obviously it does have some im pact.” Interview 16 -  
research nurse co-ordinator in a medium-sized research practice
However, not every respondent felt so positive about the impact of research on the 
practice’s profile.
“Undertaking research has had a little im pact on the practice. This has largely  
been financial and has allowed for salary for the research nurse.’’ Interview 
15 -  GP researcher in a medium-sized research practice
Adoption and assimilation of research activity
The adopters of research activity were the GPs themselves. The GPs, who were 
interviewed, tended to be senior (if not the senior partner) partners within their 
practice and in a position to take decisions about the direction of their practices. In 
all cases, respondents were looking for extra funding for their practices and saw this 
type of research activity as a way of boosting practice income. GP respondents did 
not really get involved in the research activity themselves and made no mention of 
the potential stimulation and diversion from the day to day routine of general 
practice that research could bring. Research, for many was seen as an activity
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carried out by their nurses and administrative staff. The respondents all talked 
about how the culture of clinical trial research followed on from GP fundholding as a 
way of funding existing administrative staff and ensuring greater income. This 
approach was developed within their locality by one colleague (who has since 
retired).
7 got involved about four years ago. I helped a colleague with som e o f the 
studies he was doing at the time as well as some o f the M R C  work that 
another colleague was doing. Before that I was part o f a total purchasing  
pilot” Interview 13 - lead GP in a medium-sized research practice
‘Tm  not an active researcher, I don’t actually do any research, so I don ’t like 
to call m yself a researcher but I ’m happy to facilitate it reaily. W e were n ever  
taught about research techniques, it’s something that’s really com e with the 
evidence-based movement. I didn’t learn anything really about research  
through the G P R F  which was a disappointment, but I am  an exam iner for the 
R C G P  so that prom pted me to quickly try to develop those skills which I d id.” 
Interview 18 - senior GP partner in a medium-sized research practice
Respondents talked about the adoption process. They identified that it was only 
possible to undertake certain small projects because of the level of knowledge and 
practice infrastructure that was needed. Respondents stated that all of this must be 
provided by the funding organisation.
Research activity was seen as a complementary activity to service delivery and one 
that should not get in its way or take up too much practice time. It was described as 
a way of keeping up to date. Research nurses, however, described the extra 
pressures that research activity put on them as they were still expected to see the 
same number of patients as well as gather data on those within the trial and explain 
to them what was needed. Respondents talked about research as a separate 
activity which went on within their practice but did not feed into the wider practice 
development or service delivery areas.
In 1995 he finished the trials and m oved to a new  practice (current practice) 
where he then introduced commercial trials. This provides him with up-to-
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date knowledge and he feels m otivated to participate as it keeps him “in with 
the gam e” Interview 15 - lead GP in a medium-sized research practice
Respondents were very clear about the concerns about getting involved in research 
activity. These were around the impact that it would have on the mainstream 
activity of the practice and in particular on the practice’s income streams. All 
participants identified that service delivery came first and that it was vital that 
research activity did not detract from this. All respondents talked about this concern 
and identified the pressure that new partners could bring particularly if they were not 
interested in research activity themselves.
Respondents felt that the initial decision about whether a practice should get (or 
remain) involved in research was taken by the senior partner and colleagues. It was 
then part of their role to negotiate space and time for this activity with their staff, who 
would be required to carry this out. Respondents did not feel that practice size was 
a determinant of whether research should be undertaken but were more concerned 
about its impact on practice business.
“Although w e ’re fairly picky about what research we do, because there ’s a 
strong ethical feel about the practice, but m ost other things don’t really have  
to be done on a certain time scale, they can be p lanned o r .. and m y time 
here is fluid. W hen selecting research topics we have a discussion with the 
partners.” Interview 16 -  research nurse co-ordinator in a medium-sized 
research practice
The assimilation process went through a clear series of stages. Practices were 
approached by the sponsoring/funding organisation which put a business case to 
the practice (often at a regional meeting). Practices looked at the income and 
commitment associated with the project. If they agreed to participate, they sent their 
nursing (and sometimes administrative) staff on the available training programme 
and then started recruiting patients.
All respondents were clear that one of the advantages of research activity was that it 
could be undertaken at a number of different levels and that practices were free to 
choose which one fitted with their particular needs and interests. Respondents felt
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that this plurality of choice helped to ensure that anyone who wanted to be research 
active could be.
Communication and influence
Respondents described the strong research influences within Green Town PCTs 
locality and these came from a group of colleagues who had been strong supporters 
of GP fundholding. There was a tradition of GPs being involved in fundholding and 
several of the practices had been part of a total purchasing pilot (TPP), a version of 
GP fundholding where the practice was given a budget to purchase all of their 
services from the secondary sector. Respondents described how this pilot site 
involved a business orientated GP who had led on many of the management 
negotiations with the local health authority. Respondents described how this 
involvement had let the practice develop its establishment of staff (and premises) 
many of whom would have been made redundant when fundholding was wound-up 
by the new Labour Government in 1998. This business oriented GP then decided 
that income from involvement in clinical trials would be a good way partially to 
replace the lost funding from the TPP and worked with the practices which were 
previously involved.
The Inner context
Respondents felt that the service delivery and business focus of their practices was 
an important element in determining which income generating activities to become 
involved in. They also felt that the research should not inconvenience their patients.
They were not concerned about the size of their practice because research activity 
was seen as an add-on extra. This meant that they could pick and choose the 
projects that suited them. They said that if their practice was busy, then they would 
not get involved but decide to be involved in another project at a later stage.
There was not a need for separate functions or research structures within the 
practice as respondents identified that the sessional basis of general practice and 
the fact that much of this work would be carried out by practice nurses during their 
normal clinic time. Practice nurses identified the problems this could cause to their 
workload and felt that they did not really have a major role in the decision making. 
Research activity did not really feed into the educational structures of the practice
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and most respondents noted that it did not really help with the service delivery side 
of patient care as there were no mechanisms for gaining and sharing new 
knowledge as a result of the research activity.
“...so the doctors and the practice manager really make all the key decisions 
but we all have links with various parts of the practice so if there are 
thoughts, ideas and so on. they are taken into account. Now, I wouldn’t say 
that we’re a joint decision making primary care team. We have primary care 
team meetings but they’re more for sharing information really, they’re not 
decision making forums.” Interview 18 - senior GP partner in a medium­
sized research practice
“Decision making on research still largely lies with the doctors.”Interview 16 
-  research nurse co-ordinator in a medium-sized research practice
Respondents stated that the small business nature of general practice and the need 
to have a strong income stream allied to independent contractor status were 
important factors in deciding whether research activity would take place. GP 
respondents noted that they had a responsibility to get involved in activity which 
generated a reasonable income for their practice as independent contractor status 
meant that they were not guaranteed an income. They felt that their partners would 
be displeased if practice income was reduced as a result of a decision that they had 
take. Respondents felt that size and maturity of the practice were seen to be 
irrelevant in determining the adoption or implementation of research activity. 
Respondents were very clear that it was the availability of slack resources which 
were important to the adoption process. Most respondents described the high 
workload in general practice but acknowledged that they were able to make choices 
in the way that time was spent.
Respondents identified the need for organisational slack in taking on this research. 
However there appeared to be tensions between what a senior partner would regard 
as slack and what the views of the practice nurse who was responsible for the 
research activity.
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Respondents felt that the practice had to be receptive to the idea of research but in 
all cases this decision was made as part of a business decision. Most respondents 
noted the dislocation between the research active staff and those who took the 
decisions. One of the difficulties identified by respondents was the need to recruit 
patients into research activities.
The outer context
Respondents knew very little about the nature of the work undertaken by the Green 
Town PCT on its research management and governance. They were not
particularly interested in its work and stated that having to go through the research 
management and governance and ethical approval process would deter them from 
undertaking research. They also stated that the PCT knew very little about what 
was going on within the practice. They were not really interested in the local or 
national research agendas and had very little contact with academic researchers at 
the local University.
“....PCT has no idea what is going on.” Interview 16 -  research nurse co­
ordinator in a medium-sized research practice
“We do get audit requests from the PCT but not requests for any real
research activity, they are interested however in research management and
governance” interview 15 -  GP researcher in a medium-sized research 
practice
All of the RM&G administration was undertaken by the sponsoring/funding
organisation. This meant that practice based researchers had very little contact with 
external networks of researchers. The practice networks seemed to develop around 
existing alliances that had been forged as part of fundholding activity. The influence 
of these colleagues was seen as important in the adoption process.
implementation and institutionalization
Respondents talked about how research activity had developed from the first initial 
project. One of the key issues was described as the contacts that were forged 
between the ex-fundholding leader and the pharmaceutical industry. This individual
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was responsible for developing this research activity and helping practices ensure 
that they got involved in the best projects and were not too committed.
Some GP respondents were quite defensive about their involvement in 
pharmaceutical trials. No reason was given for this but it could be because of the 
possible tension between clinical impartiality and being funded by drug company 
money. In particular two senior GPs would only give short interviews and were 
reluctant to divulge much information about the research activity.
GP respondents were clear that one condition for getting involved in this research is 
that it should not take up any of their time. The research had to be undertaken by 
their practice staff because they did not have the spare resources to get involved 
themselves. Respondents also mentioned the importance of the practice manager’s 
role in monitoring and administering the research activity. The major motivator, 
respondents said, was to increase practice income and therefore the practice 
manager’s role in the process was seen as being central.
“Requests for involvement in research come to other partners, or to the 
senior partner in the practice, but they’re all brought to the Monday meeting, 
the process of research should impact minimally. We intend to try and meet 
the expectations of our customers and the PCT and that really takes 110% of 
our time. So this commitment to research which is obviously not that great, 
but the work that we do is intended really to facilitate the process that we 
think should happen, which is that practices should be involved or should be 
able to contribute data to whatever degree they’re able to.” Interview 18 - 
senior GP partner in a medium-sized research practice
There were no formal mechanisms in some of the practices interviewed for feeding 
the outcomes of the research back to the practice staff as part of their CPD. In all 
cases, respondents said, that at the beginning of the trial, the researcher, usually a 
nurse, received formal training. At the end of the trial, respondents said that they 
always got feedback about the research progress and any outcomes. However, 
some respondents said that there were no formal mechanisms for feedback the new 
knowledge to their staff or colleagues and in some practices, research was not seen 
as an opportunity for learning.
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“....discuss the research activity. We have a forum for doing that every 
Monday lunchtime. Obviously we don’t just talk about research issues, we 
talk about everything that the partnership needs to be made aware of and 
make a collective decision about. And other requests for involvement in 
research come to other partners, or to the senior partner in the practice, but 
they’re all brought to the Monday meeting, the process of research would 
impact minimally. We intend to try and meet the expectations of our 
customers and the PCT and that realty takes 110% of our time. So this 
commitment to research which is obviously not that great, but the work that 
we do is intended really to facilitate the process that we think should happen, 
which is that practices should be involved or should be able to contribute data 
to whatever degree they’re able to. Interview 18 - senior GP partner in a 
medium-sized research practice
Respondents did describe the existence of informal networks of practices within this 
locality. These were based on alliances made through the GP fundholding scheme 
and respondents identified that these had continued after the demise of the scheme. 
This was because the practices involved had a number of issues in common; 
funded research being one of them.
The role of external agencies
The practices described the importance of funding and commissioning organisations 
in promoting research activity within this PCT. There was very little knowledge 
about the existence and role of the PCTs research management and governance 
structures. Respondents felt that it was the responsibility of the MRCGPRF or 
pharmaceutical sponsors to deal with the PCTs structures and gain approval for the 
studies. Respondents felt that they would not get involved in any research activity it 
they had to develop protocols; get these peer-reviewed; get ethics committee 
approval; and register the studies with the PCT. This was seen as being over- 
bureaucratic and would mean that undertaking such research would not be cost- 
effective for the practices. Thus respondents stated that they had very little interest 
in the role of external agencies in this process.
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There have been problems with the bureaucracy associated with getting 
ethical committee approval. We need this to be dealt with outside the 
practice. Interview 18 - senior GP partner in a medium-sized research 
practice
Case study three: Red Town PCT 
Description
Red Town PCT covers a population of 120,000. It is predominantly an affluent area 
with pockets of deprivation and is largely rural. The PCT formed in April 2001 and 
provides integrated primary care, community and social services, excluding mental 
health service provision, which is by the local Partnership trust.
The R&D Consortium (the PCT and the Health Care NHS Trust) was established in 
November 2001 and plans to cover a total of nine PCTs with a combined population 
of 1,360,000. The geographical location of all PCTs is mixed, serving both urban 
and rural populations. The geography of the area and the traditional management 
structures make the partnership unusual, bringing together partners who have not 
previously worked extensively together. The distances involved are large and the 
road system poor, which does not aid communication.
Research activity
17 (6.2 WTE) research active professionals in Red Town PCT (12 independent 
contractors (5.0 WTE); 5 employed by PCT (1.2 WTE)). An estimated 30 (6.1 WTE) 
are active in 7 of the potential partner PCTs (20 independent contractors (5.0 WTE); 
10 employed by PCT (1.1 WTE)). 15 research projects started in the Red Town PCT 
area between April 2001 and March 2002 (10 Multi-centre trials with recognised 
sponsor and 5 other funded studies). 30 projects started in 6 of the 8 potential 
partner PCTs (1 student project; 14 multi-centre trials with recognised sponsor; 5 
commercially funded research projects; 10 other funded studies). Figure 7.5 
summarises these local arrangements
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Figure 7.5: Summary of RM&G
arrangements and partnerships in Red 
Town PCT
R&D CONSORTIUM
Red Town 
PCT
R&D OFFICE 
R&D Management Committee
Advisory input
The local 
PRCN RDSUs
University partners
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Development of RM&G description of model and roles and responsibilities
A RM&G lead consortium of one PCT and an acute Trust which is planning to 
involve eight to ten further PCTs. This builds on existing infrastructure within the 
acute trust for project review and approval. Substantial R&D activity existed within 
both the PCT (two research practices) and the acute Trust, and the researchers 
involved joined forces to attract additional infrastructure funding from the NHS R&D 
Directorate for the Consortium from November 2001. An R&D Management 
Committee was established with membership representative of its constituents. This 
set-up allows for future expansion.
In terms of managing research governance, much of the workload is centrally co­
ordinated within an R&D Office, located within the Research Development & 
Support Unit (RDSU) at the Hospital Trust. The resources currently available consist 
of an R&D Manager (0.6 WTE), and an administrator (0.3 WTE). A senior advisor 
(0.5 WTE) has also been appointed to engage with the other local PCTs. The R&D 
Office handles the administrative elements of implementing research governance,
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as well as strategic planning and coordinating functions and providing training on 
RG issues. Aspects managed within the PCT involve disseminating information 
within the Trusts, systems for dealing with local approval, feeding back to Trust 
boards, personnel and finance functions and establishing the division of 
responsibilities between the R&D Office and the Trusts.
As well as research governance, the R&D Office supports the development of 
research, research capacity and research/evidence-based culture within the Trusts 
of the Consortium through the R&D Management. Committee. This role of research 
and research capacity building is led by the local RDSU in the area and by the local 
Research Network. The PCT is also keen to develop a local R&D strategy, and to 
integrate this with research based in education providers, and other PCTs.
PCT Roles and Responsibilities
The appointed staff in the research office are a R&D Manager (0.5 WTE), and 
Administration (0.6 WTE). Trust staff also having RM&G in their remit include The 
Director of Public Health, the clinical governance team and finance managers. 
These report to the PEC and/or board in different PCTs.
The next section of the case study draws on data from interviews with practices with 
the PCT area. These interviews were conducted with two practices in PCT 3 locality 
and sought to explore how research activity had developed. Table 7.5 sets out the 
interviews that were undertaken with research practices in the Red Town PCT area.
Table 7.5: Interview details case study three -  Red Town PCT
Practice
ID
Job title List size Deprivation 
score (smr91)
Urban/city/rural
9 496 Lead GP researcher 7000 71.38 M ixed u rban
20 O i l P ractice m anager 2900 M ixed u rban rural
21 O i l Lead GP researcher 2900 M ixed u rban  rural
22 O i l R esearch nurse 2900 M ixed u rban  rural
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Research as an innovation
The two practices which hosted the interviews for this particular case study were 
very different. GP ID 9 came from a practice which had been involved in a number 
of large, nationally funded, projects for over a decade. The second practice, with 
respondents 20, 21 and 22, had only been involved in small scale trial research with 
the MRCGPRF and the pharmaceutical industry. In this respects the first practice 
was very similar in profile and approach to those in Blue Town PCT. The second 
practice was similar to those interviewed in Green Town PCT.
All respondents seem to feel that research gave their practices an advantage. The 
larger practice saw research as providing a major part of its work and employed a 
range of research-specific professionals. It had been involved in major projects and 
evaluations. The senior partner, who was the lead researcher, plays a major role in 
leading the local research community and has a high profile nationally in primary 
care research. There was no single key factor that motivated the practice and staff. 
The lead partner said that he liked the challenge and stimulation of being involved in 
research. He found it a really useful way of keeping up to date and raising the 
practice’s profile, locally and nationally. He also saw it as a way of generating 
income for the practice and a way of helping to recruit and retain new staff. He 
described how he had always been involved in research since being a junior 
hospital doctor.
7 undertook research as part of my undergrad training and have been
involved all during my training I enjoyed it. I don’t think I thought about it
very much but it Just seemed a good thing to do.” Interview 09 - lead 
researcher in a large practice
In contrast, the second practice was only involved intermittently in trial research. 
The partners stated that they did not initiate research projects but waited to be 
approached. They were not connected with the wider research community and saw 
participation in trials as a way of boosting practice income. The key decision 
making factor for them was whether the income that participation brought, 
outweighed the costs incurred by the practice. These costs were largely associated 
with paying the salary of practice staff involved in the research. The senior partner
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and his GP colleagues took the decision about participation but did not play an 
active role, a part from recruiting patients, leaving this to the practice nurse and 
manager.
“Firstly, I was involved 10 or more years ago in some work with regards to a 
drug trial, and that was because of personal contacts. A friend who 
developed an interest and went into the drug industry, a brother in law who 
was in the drug industry at that time, and a small practice with a small list and 
needing to find something else to do with some of my time to actually pay 
some bills. So we did a small amount then, and was happy that what we were 
doing at the time was ethical.” Interview 21 - lead GP researcher in a 
small practice
Respondents from the smaller practice identified that research must be compatible 
with the wider service delivery and should not take up too much space or divert 
practice staff from the main duties. This was quite different for the larger practice 
which had developed a separate organisation structure and set of facilities for 
research activity. In this respect, the respondent felt that it was far more likely that 
research activity would be compatible with the other outputs of the practice because 
it tended to run in parallel with them.
“Apart from that experience, I do acknowledge and agree that general 
practice research is something that needs to happen much more than has 
happened in the past. And more really out of a sense of duty of ‘if not us 
then who?’ I’ve felt morally obliged to get involved in some research work. I 
also generally tend to respect the practices where there is some research 
work going on that I know about and so would wish to be associated with that 
sort of style of practice.” Interview 21 - lead GP researcher in a small 
practice
The smaller practice stated that they could pick and choose which projects that they 
could get involved in. This was seen as a major advantage and meant that there 
was a lower risk to the practice in participating. The respondent from the larger 
practice talked about the need to bring in significant amounts of funding to support 
the research infrastructure within the practice. This meant that there were no
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opportunities for trialability. The GP from large practice also described how he had 
developed his research skills and therefore did not worry about taking on complex 
projects. He felt that he had sufficient training and experience to develop his own 
protocols and therefore the complexity of research was not an issue.
Respondents from the smaller practice identified the important of having someone 
else develop the research question and protocol as well as dealing with all of the 
research management and governance issues. They felt that the research process 
was extremely complex and that they would not get involved without the support of 
the research sponsor and funder.
In both practices, respondents felt that research, on the whole, was relevant to their 
practice’s business. The smaller practice felt that it was relevant because of the 
contribution it made to the practice’s income. The larger practice said that it was 
relevant because of the wide ranging contribution that it made to the work of primary 
care professionals.
All respondents in Red Town PCT liked the idea that research activity could be 
divided up into component parts and carried out by people with the relevant skills. 
This equates to divisibility in the theoretical framework and plays a key part in the 
adoption of an innovation.
Adoption and assimilation of research activity
The adopters of research activity were the GPs themselves. In both of the 
practices, it was the GPs who made the decision about participation in research. 
The GPs, who were interviewed, were the senior partner partners within their 
practice and in a position to take decisions about the direction of their practices. In 
all cases, respondents were looking for stimulation and a diversion from the day to 
day routine of general practice. Research for the GP in the large practice was seen 
as a part-time activity, although the respondents from the small practices devoted 
very little of their time, if any, to it.
“It’s something in practice that was badly undertaken and executed project 
but it kind of got me thinking about it again, but the thing which really got me 
going again but was when I had an invitation to attend a research methods
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course here and I went I don’t know, it was a flyer that came through and it 
started the next week and astonishingly I managed to arrange to get the time 
off and go and do this course and it was one of those that ran for about 6 
months and I joined a research interest group and then applied and became 
available a couple of years later, the research practice scheme region. And it 
was successful. So that’s when we became a research practice. We were in 
fact already in the MRC framework but it wasn’t a catalyst in any way I don’t 
think to what happened. It w/as my personal interest which spurred the 
practice on to develop in that way.” Interview 09 - lead researcher in a 
large practice
“If [the] lead GP left, research would probably get discarded.” interview 21 - 
lead GP researcher in a small practice
Respondents talked about the adoption process. They identified that even though it 
was possible to undertake small projects, there was a certain level of knowledge 
and practice infrastructure that was needed. Although the respondents in the 
smaller practice acknowledged that very little investment was needed to collaborate 
in the trials that they had been involved with. The larger practice identified the need 
for good computerised records to ensure that thorough searching could be 
undertaken to identify patients who were potential research participants. The GP 
stated that it was important that his practice needed to have bespoke rooms and 
office equipment for research activity. This meant that his practice had to make a 
substantial investment in infrastructure to start participating in research activity.
7 think there probably were two phases, I think you’re right to identify that. I 
think there was that initial phase that died a death really, and the practice has 
been in constant change, and ever will it be thus, I guess. But the second 
phase was not necessarily involving me personally, my time, but was 
encouraging an attitude, I think I was the prime mover for it, but, for others to 
be doing some research work, not just me. In fact others have probably done 
at least as much as I have. Well primarily the practice nurse of course 
because a lot of this is fairly tedious number crunching type, seeing folks and 
doing things to them or with them of whatever. So that’s been most of it.” 
Interview 21 - lead GP researcher in a small practice
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The large practice stated that research activity was seen as a complementary 
activity to service delivery and one that improved the skills of the respondents as 
clinicians, as well as teachers. In this respect, the GP felt that it added to the value 
of his clinical work and made the practice a more effective organisation for patients. 
He also felt that the opportunities provided by being a research practice meant that 
the recruitment process for nurses and other staff was made far easier. 
Participation in research activity also added to the profile of the practice.
“Well there’s personal achievements and practice achievements. I’ve been 
involved in some fairly major projects, which have had modestly influential 
effects on practice, for instance the SWEET project which I was involved in 
has been quite important in terms of the development of NHS Direct and the 
evidence behind that, so you could say, it wasn’t as a result of that that it was 
national policy but it was nonetheless some important evidence in support of 
national policy.” Interview 09 - lead researcher in a large practice
All respondents were very clear about the concerns about getting involved in 
research activity. These were around the impact that it would have on the 
mainstream activity of the practice. All participants identified that service delivery 
came first and that it was vital that research activity did not detract from this. In all 
of the practices visited, respondents also identified that they were in the minority, 
among their partners, in being interested in research activity. This meant that they 
always had to negotiate ‘space’ for research activity within the practice. 
Respondents were clear that if research activity did not contribute financially to the 
practice’s income, then it would not be tolerated. At the very least, respondents felt 
that it should be cost neutral. All respondents talked about this concern and 
identified the pressure that new partners could bring particularly if they were not 
interested in research activity themselves.
7 have to say the practicalities over the last 3 or 4 years that we have been 
dipping our toe in this particular pond have been disappointing because the 
practical application, the working out of how to go about this doesn’t seem to 
have been as easy as I might have expected, and on the whole various 
members of the team are variously disaffected by the whole process, 
unfortunately. The problem with being a GP is that you’re forever trying to do
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99 different things, and choosing how to spend your time is tricky. I think 
certainly at the moment I’m not aware that there’s anybody in this practice 
and not me that has enough burning enthusiasm to actually devote enough 
energy to actually be doing this in a different and significantly energetic way. 
Which in some ways I regret but you’ve only got one life as it were.” 
Interview 21 - lead GP researcher in a small practice
Respondents felt that the initial decision about whether a practice should get (or 
remain) involved in research was taken by the individual research active GP. It was 
then part of their role to negotiate space and time for this activity with their 
colleagues. Respondents felt that research activity made an important contribution 
to the work of the practice but described how they continually had to make a case 
for it with some of their sceptical partners.
The respondent from the large practice described the pattern of assimilation of 
research within his practice. Initially he had started with a level of curiosity and an 
interest in research. He then undertook small research projects on their own and 
some as collaborator with colleagues locally. He also became involved in a wider 
research network and the MRCGPRF. This allowed him to develop his skills and 
interest. He also identified that it was at this stage that he started to seek out 
research methods training. Once he had been successful in his initial project, he 
started to bid for research funding. Indicating that money was needed to sustain the 
activity and fund the infrastructure that larger projects needed. If these bids were 
successful, he said he was able to recruit research nurses and undertake larger 
projects. He then secured significant national funding for their work and had been 
able to develop a separate research function within his practice. This separate 
function employed bespoke research staff and was located a bespoke set of rooms 
within his practice building. He felt that this was designed to be like an academic 
department.
“I’ve become much more trained. I’ve been on an MSc course. I’ve got some 
reasonable training in terms of skills and I’ve been involved in a number of 
projects. What I haven’t done and that’s due to time pressure is led up on a 
major piece of research and I think I’ve been a collaborator on a large 
number of projects, and I think there is a value in that because I bring a
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perspective from non-academic primary care. I work in a service general 
practice miles away from anywhere in a market town. So the perspective I 
bring is what is going on, what is achievabie and what my colleagues are 
thinking and talking about at the time. That is an important thing that I can 
bring as a collaborator to the project I think. I’d quite like to develop as an 
independent researcher and I’m slightly struggling with what’s possible for me 
within the time that I’m available, I have a day and a half and that is 
completely taken up and overflows into another day a week so 2 Vi days a 
week and even within that time there isn’t the time to develop an individual 
project. There would be if I was very single minded, and had a single project 
and stopped doing everything else but I don’t work like that. I've been with 
the same practice for 15 years and we have grown and achieved RCGP 
practice awards and we are proud of that." Interview 09 - lead researcher in 
a large practice
The assimilation process for the smaller practice was much simpler. The senior GP 
described how he was approached by the MRCGPRF to participate in, a trial and he 
agreed. He sent his nurse on a training course and received some funding for 
equipment. The nurse identified suitable patients for the trials and his involvement 
was limited to prescribing the new medication. The research nurse undertook much 
of the observation and administration. The practice was paid for this activity.
All respondents were clear that one of the advantages of research activity was that it 
could be undertaken at a number of different levels and that practices were free to 
choose which one fitted with their particular needs and interests. Respondents felt 
that this plurality of choice helped to ensure that anyone who wanted to be research 
active could be.
Communication and influence
All respondents stated that there were very little areas of influence for them adopting 
and developing research activity. The larger practice identified with national issues 
and was interested in securing national funding for its projects and to that extent 
identified with the national primary care networks and NHS R&D bodies. The 
smaller practice had been approached by the MRCGPRF to get involved in research 
trials. This was the only network that they had identified with. They had heard of
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the local primary care research network but thought that it was of very little 
relevance to them. Respondents from the smaller practice, in particular, talked 
about the influence of the senior partner and the ethos of the practice as being the 
major forces which shaped the practice’s direction and supported decision making.
“Leadership comes from research lead. He talks about using charismatic 
persuasion techniques.” Interview 21 - lead GP researcher in a small 
practice
“We are basically a Christian-based practice. The philosophy is very much 
that, all GPs are Christians, and I think, I know it really, the whole ethos of the 
practice stems from the doctors, there’s no question. I think that’s in any 
practice. I go to practice managers meetings and I realise how jolly lucky I am 
and probably wouldn’t do my Job anywhere else, to be honest. They are 
brilliant. They are really approachable and wonderful and we really don’t have 
a problem with staff. We just don’t get a turnover of staff. The doctors are 
very approachable.” Interview 20 - practice manager in a small practice
The influences and communication channels for these two practices were therefore 
very different, reflecting their different approaches to research activity. Red Town 
PCT, it was reported, did not have a pervading culture of research activity and there 
were not the local informal networks in existence as seen in other areas.
The inner context
In the smaller practice respondents stated that the service delivery and business 
focus of their practice was an important element in determining which income 
generating activities to become involved in. Research should contribute to this and 
not detract from practice income in any way. Respondents also felt that the 
research should not inconvenience their patients.
Respondents were not concerned about the small size of their practice because 
research activity was seen as an add-on extra, in that they could choose which trial 
to become part of, but also decide to avoid projects which did not suit their needs.
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The GP was very clear that he did not see the need for separate functions or 
research structures within the practice. This was because much of the research 
work for MRCGPRF trials is carried out by practice nurses during their normal clinic 
time using practice rooms. The practice nurse stated that this could cause problems 
with the increased workload and but felt that they did not really have a major role in 
the decision making. The respondents from the small practice did try to ensure that 
relevant knowledge did feed into the educational processes of the practices, with 
research active staff contributing to training sessions for the practice.
The GP from the smaller practice stated that the small business nature of general 
practice and the need to have a strong income stream were important factors in 
deciding whether research activity would take place. He said that he had a 
responsibility to get involved in activity which generated an income for his practice 
as he was under pressure from his partners to ensure that their earnings were kept 
at an appropriate level. He also stated that it was the availability of slack resources 
which were important to the adoption process, although the practice nurse identified 
that there were conflicting views on whether the practice had any spare capacity for 
this work. The respondents did identify the high workload in general practice but 
acknowledged that they were able to make choices in the way that time was spent.
All respondents from the smaller practice felt that the practice had to be receptive to 
the idea of research but in all cases this decision was made as part of a business 
decision. Most respondents noted the dislocation between the research active staff 
and those who took the decisions. One of the difficulties identified by respondents 
was the need to recruit patients into research activities.
The views of the larger practice was very different. The data from this case study 
was based on only one interview with the senior partner who was also the lead 
researcher. In choosing to get involved in research he identified that the culture, 
structure and nature of the practice was important. He identified the need for strong 
leadership at the initial stage of research development because research activity is, 
in many ways, very different from the mainstream activity of general practice. He 
also though that time and resource availability was important in allowing research 
activity to develop and that was why it was so important to undertake funded 
research projects. This is where a network like the MRCGPRF helped the process,
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because it gave a source of income for researchers who did not want to get involved 
in pharmaceutical industry funded research.
He stated that the small business nature of general practice and the independent 
contractor status were important factors in allowing research activity to be 
implemented. Without the facility for executive decision making, this would be 
impossible and that he was free to choose how he spent his time. The sessional 
nature of general practice also allowed him to work part time in service delivery if he 
so chose.
He said that it was important that the practice had the capacity to undertake 
research, particularly when looking at available staff and practice infrastructure. He 
felt that there was likely to be more absorptive capacity in larger practices and that 
single-handed GPs would struggle to find the time for research and their patients. 
Part of the absorptive capacity involved ensuring that the right people had the right 
skills to undertake research and he stated that having the right research training 
was important, particularly if he was expected to be the principal investigator. He 
also described how important it was to develop existing practice staff or recruit new 
staff to help with particular aspects of research. Staff were required to undertake 
and administer the research activity. He described the problems with getting the 
right staff to support research activity and the issues associated with ensuring that 
succession planning was in place.
“Staffing the research team has proved to be difficult. Succession planning is 
hard. One of the practice nurses was the research ménager and then she 
became the first nurse consultant for NHS Direct. So she left, then I had a bit 
of a hiatus while I found somebody else, then Martina also left to take another 
post. Its difficult because what you’re getting through the research manager 
is people who are on a par themselves in terms of their own careers and 
there is no natural career pathway which leads through general practice 
research manager. It needs to be linked in more to the academic 
departments and seen as something that people do there. That they might 
do a research fellowship and then they might do some research management 
for a couple of years in a practice, gain experience on the ground of primary 
care with what works and what doesn’t, what the difficulties are. That’s
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valuable research then for a primary care worker who is going on further to 
head up their own research things.” Interview 09 - lead researcher in a 
large practice
He also stated that it was important that his fellow partners had to be supportive of 
the idea of research within his practice. In many cases this decision was made as 
part of a business decision although he said that on a personal basis he had got
involved in research because of his curiosity and need to get professional
stimulation outside the main area of service delivery. One of the difficulties 
identified by the GP was the need to recruit patients into research activities. This 
often involved selecting patients who were registered with non-research active 
colleagues and therefore it was seen as important that colleagues were supportive 
of the activity.
“They’ve been very supportive. I’ve been three-quarter time, no longer full 
time. I started off as a full time principal and when the practice had the
research practice award, then I did a day a week research and when we got
funding then I changed to a day a half a week because we got more money. 
So clearly I’m not there all the time. But we have an extra half time partner 
whose income is derived from the research stream. There is a benefit for the 
practice in a way. There are more people around. But that’s been a path 
which has been fine. Everyone has been very supportive, I go to meetings. 
I’m there sometimes, not there other times but I’m quite flexible so in summer 
holidays I sometimes do an extra clinical session because we’re short so 
there’s swings and roundabouts. All my partners have different roles in the 
PCT and so we are used to having outside interests.” Interview 09 - lead 
researcher in a large practice
The outer context
The interviews highlight major differences between the views and knowledge of the 
two practice on the outer context of the research environment. In the smaller 
practice, respondents knew very little about the nature of the work undertaken by 
the Red Town PCT on its research management and governance. They were not 
particularly interested in its work and stated that having to go through the research 
management and governance and ethical approval process would deter them from
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undertaking research. They were not really interested in the local or national 
research agendas and had very little contact with other researchers. They also 
stated that it was important that when they participated in a research project with the 
MRCGPRF that all of the research management administration was undertaken for 
them. This meant that they, as practice based researchers, had no contact with 
external networks of researchers. The practice said that they were aware of these 
networks and had received a small amount of funding from one (£300) but had done 
nothing with it.
In contrast the GP researcher from the larger practice described a range of contacts 
with the outer context of researchers and health service bodies. He described how 
an advertisement from a local research network had got him to attend a research 
methods training programme. He described how the practice was already part of 
the MRCGPRF but he decided to get involved with the local primary care research 
network and to develop its links with the local university.
“We have a wide range of links with other practices in xxxsh/Te." Interview 09
- lead researcher in a large practice
He talked about applying for national R&D funding, which would have given him a 
three year sabbatical but his partners would not agree to this. However, he has 
tried to maintain his external links as he sees this as a good way to ensure a flow of 
research funding.
Implementation and institutionalization
The GP from the larger practice talked about personal and practice achievements. 
He described how he had developed his research activity and had been involved in 
some fairly major projects, which have had influential effects on general practice. 
He described the importance of training and developing research skills and thought 
that this had enabled him to become more involved in research projects. However, 
he acknowledged that because of time pressures he had been unable to lead a 
major piece of research. He found it easier to be a collaborator on a large number 
of projects. He thought that this collaboration added to the projects because he 
brought a perspective from non-academic primary care. He said that he would quite 
like to develop as an independent researcher and but was struggling with what is
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possible in the time that is available. He said that he would have to be very single 
minded to undertake this type of research and that he would have to stop doing 
everything else. However, he said that he did not work like that. He had been with 
the same practice for 15 years during which time it had grown and achieved RCGP 
practice awards. This was something of which he was proud.
The large practice described how staffing the research team proved to be difficult. 
The GP talked about the difficulty with succession planning for research staff that 
might leave.
“One of the practice nurses was the research manager and then she became 
the first nurse consultant for NHS Direct. So she left, then I had a bit of a 
hiatus while I found somebody else, then Martina also left to take another 
post.” Interview 09 - lead researcher in a large practice
He described how difficult it was when the practice developed people but then there 
was no natural career pathway which leads through general practice research 
manager. It needs to be linked in more to the academic departments and seen as 
something that people do there. He stated that staff might do a research fellowship 
and then they might do some research management for a couple of years in a 
practice, gain experience on the ground of primary care but then they would leave.
The smaller practice described how they had been approached by the MRCGPRF 
to participate in research and had undertaken one study. The senior partner was 
interested in research and described how he had been considering the practicalities 
of participation over the last three or four years. However he said that he was 
disappointed because he could not working out of how to go about and because of 
the complications, it did not seem to have been as easy as he had-expected. He 
described how various members of his practice team were disaffected by the whole 
process. He said that the problem with being a GP is that one is forever trying to do 
many different things, and choosing how to spend one's time is tricky. He was not 
aware that any one was planning to develop research activity.
7 think certainly at the moment I’m not aware that there’s anybody in this 
practice and not me that has enough burning enthusiasm to actually devote
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enough energy to actually be doing this in a different and significantly 
energetic way. Which in some ways I regret but you’ve only got one life as it 
were.” Interview 21 - lead GP researcher in a small practice
The role of external agencies
The respondent from the large practice was quite clear that the research agenda 
was really set within the practice and with its chosen collaborators. He said that 
even though the PCT was supportive, they did not really have the experience or 
time to influence the practices’ research activity. He also felt that because he was 
geographically remote from the PCT that this also reduced their influence. He did 
have good contacts with other research active GPs and two external agencies, the 
department of general practice in the local university and the research unit at the 
local acute trust. These did help facilitate the development of research and he 
thought that between them they had the right portfolio of skills and understanding of 
the nature of general practice. This was seen as important because of the need to 
be skilled in research activity as well as seeing the perspective of the ‘jobbing’ GP.
It was noted that bodies like the RCGP with their Primary Care Research Team 
Assessment exercise and their research training programmes were useful as was 
the MRCGPRF in helping to start new adopters of research.
Respondents from the small practice described the importance of funding and 
commissioning organisations in promoting research activity such as the MRCGPRF. 
There was very little knowledge about the existence and role of the PCT’s research 
management and governance structures. Respondents felt that they would not get 
involved in any research activity it they had to develop protocols; get these peer- 
reviewed; get ethics committee approval; and register the studies with the PCT. 
This was seen as being over-bureaucratic and would mean that undertaking such 
research would not be cost-effective for the practices. Thus respondents stated that 
they had very little interest in the role of external agencies in this process.
“We do get information from the research network which we sometimes 
respond to.” Interview 21 - lead GP researcher in a small practice
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7.5 Section four: Preliminary study of why some general 
practices do not develop as research organisations
Interviews were conducted with 4 GPs (Interview A, B, C, D) 1 nurse (Interview E), 
and 1 manager (Interview F). Although this is a relatively small sample, the data 
from the in-depth, semi-structured interviews seemed to demonstrate saturation of 
themes, with a strong consistency emerging within each practice. For this study 
seven practices were approached. They were recruited through NoCLoR (North 
and Central London Research Network) as practices which, at some stage in the 
last three years, had expressed an interest in participation in research but had not 
subsequently become involved. The four practices that participated in the study did 
not differ systematically from the three that did not in terms of the stratification 
criteria (practice size, urban and rural, teaching and non-teaching). The reason for 
non-participation given by two practices was lack of time and the third practice had 
recently become involved in research activity thereby not meeting the inclusion 
criteria of the study.
Analysis of the qualitative data allowed the production of a tentative explanatory 
model of why GPs chose not to become involved in research, and how this decision 
is shaped by internal and external influences over time. The themes identified in 
this study were compared with data from the earlier qualitative studies that looked at 
research activity within general practice and RM&G activity at PCT level (Shaw et 
al., 2004).
Overview of findings
The 4 practices represented the full range of selection criteria (practice size, urban 
and rural, teaching and non-teaching); they had no involvement in research 
although two had recruited patients for other researchers’ studies.
Earlier research demonstrated that research provides an intellectual stimulation, 
helps to answer clinical questions, benefits patient care, adds to the income of the 
practice, helps with recruitment of new staff and boosts the image of the practice 
(Macfarlane et al., 2005). However, for many GPs these potential benefits did not 
provide an incentive for them to become involved in research. There is evidence
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that some GPs were not able to overcome the barriers of bureaucracy, time, money 
and lack of formal training. There were other GPs who felt that the rewards from 
participation in research were not sufficient to outweigh the costs. There were 
others that felt that service delivery in the current organisational climate was a 
sufficient challenge.
Other themes which emerged from the data included:
GPs who don’t understand what research is
Research delivers long term benefit, GPs seek short term gains
GPs with interests elsewhere
Infrastructure and financial barriers to research
Time availability and work-life balance challenges
Concerns about the impact on patients
These will be discussed in the main body of the analysis below. There was no 
evidence that GP identity was such that they did not think that they should be 
involved in research activity. Most respondents valued research, tried to keep up to 
date and had an interest in what was happening within the research agenda of their 
discipline.
It seems that three categories of GPs emerge from the data:
(i) GPs concentrating on service delivery because of patient commitment and 
the aim of getting the right work-life balance. These GPs feel that their 
commitment to their practice, patients and staff over-rides any peripheral 
activity such as research or teaching students and that the benefits of the 
extra activities are not worth the personal and organisational costs. In 
particular there is a view that the current workload is too high within general 
practice and that partners and staff would find it difficult to cope with extra 
activity. If the practice were to get involved in research, the income from this
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involvement would not provide sufficient recompense for the extra strains put 
on the organisation. These GPs main desire is to 'stick to the knitting'.
(ii) GPs who are interested in other activities such as educational activities 
because it provides stimulation and, fairly, instant gratification. This group of 
GPs are looking for outside interests and have the organisation within their 
practice that allows them to pursue these extra activities. This might mean 
that they have chosen to keep their list size low or job-share or dedicate their 
free sessions to educational activity. Typically these GPs prefer the (near) 
instant feedback that educating others gives them (in terms of seeing a return 
on their input -  with a particular student developing new competences). This 
is something that they do not experience in the long ‘time-frame’ of research 
activity.
(iii) GPs who are interested in research but do not seem to ever get round to 
starting a project. In particular these GPs find it hard to distinguish between 
audit and research, between research and searching the literature; and 
between updating their own knowledge and research (in other words, thinking 
that because they do not know something, it is something that nobody 
knows).
The first two types of GP are never likely to get involved in research and have 
organised their practice in a manner which reinforces their choice. The third type of 
GP could be induced into participating in research but much of the administrative 
workload would have to be undertaken by someone else. They will also need 
formal training in research methodology.
“People choose their careers for a number of reasons -  not least it’s about 
personalities. The sort of personality that wants to be a GP it’s about the 
other end of the continuum to the sort of person that wants to be a 
researcher. You are almost by definition like variety. You don’t like focusing 
on one area; you tend not to have been impassioned by neurology or .. .you 
want to be a Jack-of-all-trades and that doesn’t suit research. You need to 
like projects, delayed gratification and I think that the personality that makes 
a happy choice between general practice and reactive work where you solve
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problems can go home at the end of the day having cleared your in-tray not 
having project planning to do for the future.” Interview A -  partner in a 
small practice
The interviews also provided some insights into why research had not developed 
within these practices. The literature on diffusion, spread and sustainability of 
innovations can provide a useful theoretical framework from which to analyse the 
data gathered from the interviews.
Research as an innovation
The practices involved interviewed within the NoCLoR sample were not involved in 
any research activity although they had actively considered it. One of the primary 
concerns of the practices was that there was very little relative advantage to the 
practice in being involved. GP respondents stated that research funding did not 
offer a sufficiently large income stream to make it worthwhile for the practice to 
participate. Research was described by respondents as being very complicated, 
especially now the new Research Management and Governance Framework had 
been introduced. Two respondents felt that it was very stimulating to identify 
potential research questions and to undertake small studies but given the drawn out 
administrative processes of peer-review, ethical approval, research registration and 
reporting, they would not even consider getting involved. In effect this meant that 
they were not able to try-out research or even to adapt it to suit their purposes. In 
the context of the theoretical model of diffusion of innovations, research activity was 
seen as complex; there was very little opportunity for trialability; and researcher had 
to follow a set of protocols and procedures, meaning that re-invention to suit local 
needs was not possible.
One respondent described the long timeframe associated with research activity. He 
felt that many GPs looked for ‘instant gratification’ and gave examples of the 
outcome of treating patients or teaching clinical skills to students. This observability 
was seen as important. The GP felt that the long drawn out process of research 
from conceptualising the original study to the publication of results, did not match 
the needs of a GP.
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“My experience was that there was some encouragement to do research and 
much more encouragement to do what had to be done in terms of delivery for 
medical school which was teaching the students. And actually I enjoyed that 
so I went to do an MSc in General Practice thinking that would give rigour 
and training to become a researcher and what I found that there wasn’t that 
much rigour and I didn’t have a passion for any one area to put in the time 
and effort to read and study and learn. It Just didn’t turn me on and I 
remember at the end of my MSc here having put a lot of time into a project 
which produced the dissertation and it got published in a Journal and I thought 
that it Just wasn’t worth the effort.” Interview A -  partner in a small practice
Whilst respondents felt that research had the potential to be useful to their practice, 
they did question the relevance. Two respondents identified the importance of 
gaining a better understanding of patient compliance (with medication). They both 
felt that this was not really on the current research agenda and that research had 
probably been published on this area but that it had little relevance to,their patients 
and practice.
All respondents noted the importance of keeping up-to-date in their practice. They 
felt that participation in research was one way of achieving this but that there were 
also other more effective ways of doing this. All three GPs were involved in 
teaching medical students. Two of the GPs had GP trainees (registrars) within their 
practice. They felt that organising such medical education was an excellent way of 
keeping up to date and was just as effective as participation in research.
All participants acknowledged that it was the GP in the practice who was the 
decision maker about research activity. Although the GPs (two of the three 
interviewed) stated that it would be an individual decision whether to get involved. If 
they did decide to participate, they would have to convince their colleagues of the 
benefits but they stated that the decision was theirs to take. However two 
respondents talked about the problems of getting their practice to adopt other non­
service delivery activities, particularly if their colleagues were already engaged in 
teaching students and registrars.
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In fact the opportunities for research in general practice are not easy. And 
you come into an environment, unless you come into an environment where 
everyone is doing it and you join a team where it is being done. You try and 
start -  I started off and wanted to become a trainer and eventually became a 
trainer but it was hard work and partners had to be encouraged and goaded 
to do all the necessary things to achieve accreditation. Ail the right things for 
the records and say the right things at the interview. Interview D -  senior 
partner in a large practice
Two GP respondents, who both worked part-time, had academic posts at the local 
medical school. They described their enthusiasm for education and the difference 
that this made to students and younger doctors. They said that they felt that 
education gave them a chance to make a difference to the medical field. They also 
talked about the problems they had had when they were junior doctors and the poor 
quality of education that they received, particularly in teaching hospitals. This, they 
said, had acted as a motivator for them to become involved in education within 
primary care and it was in this context that they used other people’s research rather 
than feeling that they should undertake their own research.
“It is quite is quite interesting, I actually quite like reading what other people 
have done. It’s an interesting bit and what have other people done about it? 
Certainly the thing that I like the best, I tend to like the research to have some 
practical outcome. I would for example find it hard to be fifteen steps 
removed working in a lab looking at cells. Not kind of thinking where is this 
going to go. Whereas with educational research half the interest is in the 
reading and thinking where is this going to go. You pick up the reading and 
think that this will be really quite informative for course development or 
teaching. So there is that. It is by the far the most interesting part of it. Then 
there is writing something and trying to publish it. But I think that that is much 
of a lesser incentive for me. I see my role as someone who teaches. We do 
research, or some of us do, because it’s interesting and it helps to inform the 
teaching.” Interview B -  senior partner in a small practice
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Respondents identified the pressures inherent in the modern NHS and in primary 
care. They discussed the new-GMS (general medical services) contract and the 
impact of this on their workload. They felt that work-life balance was a key issue 
and that there were often too many things that needed doing to consider taking on 
extra work activities. One respondent talked about the ethos of his practice. The 
partners were all young and had families. He said that if there was any spare time, 
this would be spent outside the practice and not on research activity.
The GP respondents were also concerned about becoming involved in trials funded 
by the pharmaceutical industry. One respondent described a series of recent 
problems where a GP had been involved in fraud. He was worried about the poor 
image of GPs who were funded by the pharmaceutical industry and the issues about 
maintaining clinical independence. Respondents also identified the difficulties of 
recruiting patients into these trials and having to explain the reasons for changing 
medication. This was seen as a major barrier to participation.
7 do find that from personal experience, the explanation of the studies, 
particulariy if it is with a new drug, are concerning -  it can be difficult 
Because generally if it is comparing a previous best standard treatment with 
a new treatment, but the new treatment although theoretically better is not 
provenly better. Just as we see how many problems standard drugs 
information sheets describe -  they pick it up and say we have read about all 
these -  you’re actually having to talk all these through.” Interview C -  senior 
partner in a large practice
“And using the patients as guinea pigs? That’s the difficult bit. I mean the 
patients trust the doctors. They’d hate it if they were put into the placebo end 
of the trial. I would find that the anonymity would be difficult. In fact I have 
heard patients complain when they have been in trials. They found out that 
they weren’t getting the right drug.” Interview E -  practice nurse in a small 
practice
The major concern of all of the respondents was one of time. All of them identified 
the lack of spare time available in general practice and the need to contribute to
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practice income. Respondents said that undertaking research activity would 
probably mean an increase in workload and a drop in practice earnings, which 
meant that they were unlikely to become involved.
Respondents also questioned whether ‘jobbing’ GPs were the best people to get 
involved in research. There was a feeling that they may not necessarily have the 
skills to undertake high quality research and respondents stated that general 
practice research should be based in more appropriate institutions, such as 
academic departments.
“Don’t get me wrong, I’m not saying research is a bad thing. I’m saying it’s 
about who does the research and who does the work. I agree that research 
does have to take place in primary care but I don’t think that GPs are the best 
people to lead it. If it’s clinical, then there is always someone who has more 
clinical expertise. If it’s social science or health services research, then there 
is always someone who has a greater social science expertise than the poor 
old GP in the middle. I think that realistically what GPs can provide is access 
to patients and to other people in primary health care. And sort of coordinate 
different aspects with which we are in touch day-to-day.” Interview A - 
partner in a small practice
Barrier to adoption and assimilation of research activity
The adopters of research activity would be the GPs themselves. The GPs, who 
were interviewed, tended to be senior (if not the senior partner) partners within their 
practice and in a position to take decisions about the direction of their practices. 
However, they did not feel that research was an appropriate activity for their 
practice. Respondents felt that the decision on whether to become involved in 
research was probably taken in the wider context of career planning and that at 
some stage GPs had to identify particular aspects of the job in which they would 
specialise:
All of the respondents identified the need to keep up to date and to practice 
evidence based health care. They described the investment that they made in 
continuing professional development. They identified the benefits that this brought 
to them and their patients. They also felt that an efficiently run practice allowed
258
them to maximise practice income. They described how they would consider any 
activity that would help them with this objective. Research activity did not fit with 
this at the current time. Respondents felt that the time commitment and associated 
bureaucracy of undertaking research were major barriers to participation.
“Firstly, probably the ....it really is time and money. It would probably be an 
organisational issue. I think that you would need to have some type of well 
designed questionnaire or researcher, nurse researcher or something, 
carrying out the interviews. You would firstly need to gain the ethics 
approval. Writing the research project up. Thinking what you would get out 
of it. You would need to do a literature search first; although I say that’s 
something that interests me. I would do a literature search first and find that 
quite a few questions have been answered -  so you have probably got to 
step back and be very critical about what do I want answered here. Now, the 
difficulty I have is that whilst that might be very interesting forme to step back 
and say what would I like to ask, there is also the other issue, that I have all 
of this information coming that is telling me that medicine is changing by the 
day from other people doing research and where is my responsibility to my 
patients? Is it in terms of being interested in research? Or is it in terms of 
being up to date with the research that has already been done?” Interview C 
-  senior partner in a large practice
GPs identified the important of medical education to their practices. Being a training 
practice gave them kudos and boosted the image to their colleagues. They also 
described the benefits that this gave to patients. It is important to note that the GPs 
who were interviewed were very entrepreneurial in nature and committed to 
excellence. However, they had taken a rational decision that teaching and other 
aspects of service delivery would provide far more personal and practice benefits 
than involvement in research.
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C o m m u n ic a tio n  and in flu e n ce
Respondents described the strong research influences within the NoCLoR locality 
and these came from a number of groups. The practice manager described the 
network of practice managers which met to discuss issues of mutual concern. The 
manager said that research was very rarely discussed and therefore did not seem to 
be an issue. The practice nurse said that there was a local nurse forum which also 
discussed clinical issues and the latest evidence but it did not talk about research.
The GPs identified key local networks that influenced their behaviour. The first was 
the local medical committee (LMC) but respondents said that this was more 
focussed on service and organisational issues. This network never really discussed 
research. The other influential network was meetings of GP trainers. This met at 
the local postgraduate centre and the main focus was education of GP registrars. 
Respondents identified that this was a thriving, influential organisation which 
provided a range of support to its members. This network did not discuss research. 
Respondents also described a third network, which consisted of GPs meeting for 
postgraduate education. One of the respondents was formerly a postgraduate tutor 
in this network. Again respondents noted that this network did not have a research 
remit.
When questioned, GP respondents were familiar with local research networks, such 
as NoCLoR. However, they stated that this seemed to be based around the local 
medical school and academic department of primary care. Although they did 
receive information from them and invitations to conferences and events, they felt 
that this network did not really offer any support that was relevant to their day-to-day 
needs. They felt that the research networks tended to work with practices which 
were already involved in research but did not really try to recruit new active 
researchers. When asked how NoCLoR could provide better support, respondents 
stated that they would value a closer working relationship and that members should 
come out to visit the practices. These visits would allow the research network to 
discuss and identify the needs of practices.
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The in n e r  c o n te x t
Respondents described their practices as being like small businesses. They tended 
to concentrate on service delivery (seeing patients) but individuals undertook a 
range of other activities, mostly associated with education. There seemed to be a 
great enthusiasm for medical education among the four GP respondents 
interviewed. All had positions of leadership within the medical education community 
locally. Two of the respondents were post-graduate tutors and the other two had 
part-time academic posts. The leadership interests within these practices were 
directed toward education.
Two respondents described their practice as being supportive towards research and 
they always allowed researchers to recruit patients from the practice, as long as the 
study was well designed. They felt that the practice was sufficiently large to have a 
clinically interesting group of patients, but they said that they did not have the 
internal resources and time to carry out any research themselves. Respondents 
from this practice said that they had good premises and a well developed patient IT 
system which helped in recruiting participants but it was the staff and .partners who 
did not have the time to undertake the work themselves.
“It just depends on what kind of research and what sort of level. We make 
ourselves very open and accessible as a population base. People come 
along. We’re very close to the Royal Free and because we’re a small 
practice that doesn’t have lots of research going on at the same time -  we 
don’t have a saturated workforce people constantly being asked questions at 
the same time. Particularly the psychiatrists they’re fairly quick at sending 
their researchers down. We generally take the principle that as long as it 
doesn’t impact on what we have to do.’’ In te rv ie w  B -  s e n io r  p a rtn e r in  a 
s m a ll p ra c tic e
One respondent was concerned that the time-frame for research was so long that it 
was not really possible to evaluate its impact. This respondent said that the results 
of education had a much shorter timeframe and that a GP could get recognition from 
writing a book. The lead time for such an activity was relatively short, and having 
your name on a book gave just as much gratification as getting your name in an 
academic journal, if not more, because of the potentially wider circulation.
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Another GP respondent, who worked as a single handed practitioner in a large 
health centre with other practitioners, said that the complexity of getting permission 
from colleagues to carry out research was too difficult. He thought that, potentially, 
the health centre’s patients would not mind but that the politics of gaining agreement 
would not be practical.
The major barrier to adopting research activity as an innovation was a lack of slack 
resources. All of the respondents stated that they were involved in a range of other 
service-related issues and there was just not time for research activity. 
Respondents also felt that they did not have the necessary skills to be successful in 
research. This included a lack of research trained staff. Respondents noted that 
there were also barriers to recruiting suitably qualified research staff and these 
included a lack of funding and a lack of space within their health centres. One 
respondents said that his practice would need to secure funding before it could 
justify employing research-trained staff but without these skills, his practice was 
unlikely to be successful with any bid. Therefore he had decided not to bid.
“It’s very time consuming and because all of us over run anyway, if  we had to 
recruit people at the same time that would Just take up more time. It would 
be something that we would do in addition to the service and we would 
probably write to people to get them to come in. Second, in reality the money 
isn’t Just worth it. We make a good living from service delivery in order not to 
go an supplement it. Anyhow it isn’t enough, there are a lot of things that we 
have to do -  that people will pay for it, but we don’t think that it is worth it. 
Often it is a lot of hassle. Often with repercussion, people complain and 
come and see us.” In te rv ie w  B -  s e n io r  p a rtn e r in a s m a ll p ra c tic e
Respondents felt that the service delivery and business focus of their practices was 
an important element in determining which income generating activities to become 
involved in. They also felt that these extra activities should not inconvenience their 
patients. They were not concerned about the size of their practice because many of 
these extra activities were seen as an add-on extra, which could be undertaken 
during the sessions that they were not seeing patients. This meant that they could
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pick and choose the activities that suited them. They felt that education consumed 
less time and brought in more funding to the practice, therefore this was always 
going to be their activity of choice. Education activities also meant that there was an 
extra pair of hands, for example the GP registrar could see patients.
“The barriers are that other things will not get done. The bread and butter 
things that need to be done in the surgery -  the repeat prescriptions, the 
fiiing. The stuff that has to be done on a daily basis, will not get done if you 
take one person out. It’s just us, we only have one or two people in and they 
have to do all the work. I think if the clinicians needed to do the research, it 
would be easier. They could actually block themselves out of it. When there 
is three doctors on, you don’t find it so hard. But with the staff levels at the 
moment it would be quite difficult.” In te rv ie w  F -  p ra c tice  m anag e r in a 
s m a ll p ra c tice
All of the respondents described the infrastructure problems associated with 
research activity. They all felt that their practice buildings had limited space and that 
the demands of research would cause real logistics problems. They identified the 
need for bespoke research rooms, IT systems, cabinets, and equipment; all of which 
would need funding and would have to compete with the other infrastructure 
demands within the practice. They were also concerned about the skills needed for 
participation in research activity. None of the respondents had attended any formal 
research training. They identified this lack of training as a real barrier to research 
participation. They felt that the skill set associated with being a clinician was totally 
different from those required by a researcher. In particular respondents felt that 
they did not have a grounding in many of the statistical skills needed to design (and 
analyse) research trials and that they would need a high level of support in this area, 
if they were to participate.
The o u te r  c o n te x t
Respondents knew very little about the nature of the work undertaken by the local 
PCT on its research management and governance arrangements. They were not 
particularly interested in its work and stated that having to go through the research 
management and governance and ethical approval process would deter them from 
undertaking research. They were not really interested in the local or national
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research agendas and had very little contact with other research practices or the 
primary care research network.
7 often feel that [our area] tends to be on the edge of everything. We are on 
the edge of the Cancer Network and on the edge of other things. I don’t 
know. I personally feel that it should really be a priority for the PCT.” 
Interview C -  senior partner in a large practice
All of the respondents had ideas for a potential practice research agenda but felt 
that these ideas would not really fit with PCT or national priorities. Many 
respondents knew about research development in primary and wider health care 
sectors through their CPD activities but were not really interested in contributing to 
this work. The practices were, however, part of wider education networks and 
interested in national developments in this area. They also were familiar with the 
latest development in the educational sector.
7.6 Conclusion
This chapter has presented a range of findings from the empirical work undertaken 
as part of this thesis. The first section described the initial exploratory fieldwork 
which sought to identify why GPs became involved in research and whether 
accreditation schemes helped in the development of research activities. GPs 
become involved in research because of a need for stimulation and additional 
variety within general practice. Many GPs are simply curious and use research as a 
way of providing answers to clinical questions.
The second section looked at the overall journey that a practice went through in 
developing research activity. It demonstrated that they were subject to a series of 
triggers, shocks and set-backs which, over time, shape the organisation of practice. 
In identifying these triggers and set-backs, it is possible to make recommendations 
as to how to ensure practices are able to develop research capabilities.
The third section presented a series of case studies which detail how research has 
developed in particular primary care trust areas within England. The data presented 
looked at research activity as an innovation and explored how this innovation went
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through a process of diffusion and spread as well as identifying the internal and 
external factors which would lead to sustainability of research activity.
The fourth and final section looked at why some GPs do not become involved in 
research activity despite showing an interest. The data from this stage showed that 
GPs are concerned about the resource and time implications of participation in 
research and often have other interests, such as being educators. GPs feel that 
they do not have the skills or the support of their partners to become involved in 
research, although they recognise its importance in ensuring that clinical practice is 
kept up-to-date.
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Chapter Eight Discussion
8.1 Overview
The aim of the research was to illuminate the processes by which practices develop 
research activity and to explore whether it is possible to identify clear stages in 
organisational development when a practice embarks on research activity. This 
thesis has attempted to combine both secondary research (a systematic literature 
review of a large and diverse body of evidence on diffusion of innovations, as well 
as a summary of the work of key writers on organisational life cycles) and primary 
research (a series of empirical studies based on semi-structured interviews and 
ethnographic work in organisations) to explore how research activity develops at an 
organisational level within UK general practices. This chapter will consider the 
usefulness of the two organisational models reviewed in the literature review 
sections -  organisational life cycle (Chapter Three) and diffusion of innovations 
(Chapter Four) -  in explaining the empirical findings described in .the previous 
chapter.
This chapter will also propose and discuss a range of possible interventions (based 
on the theoretical model developed and tested in the study) that policy makers and 
health service managers might utilise to ensure more appropriate and successful 
uptake of research activity, where this is desired and deemed appropriate. Finally, 
this chapter will discuss areas of further research that could be undertaken to build 
on the work presented here.
8.2 Why GPs become involved in research activity
This qualitative, exploratory study shows that the GPs sampled perceived benefits 
from being involved in research activity. The study looked for negative effects of 
research participation on doctors and their practices and found very few. The 
sample interviewed, however, was a specific group of general practitioners who had 
agreed successively to participate in the RCGP Primary Care Research Team 
Assessment process and then being interviewed. Undertaking research in general 
practice can have a positive impact on general practitioners, improving morale,
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confidence in clinical skills, and clinical practice. These positive outcomes rely on 
providing good quality support to novice researchers, ongoing support and 
networking opportunities to all researchers, adequate funding to permit researchers 
to reduce their clinical commitments, and a level of commitment of all the doctors 
within a practice to research activity.
There was a striking homogeneity of responses, despite planned sampling for 
maximum variability (including length of research experience, being involved in 
medical education, time since qualification, practice characteristics, and location - 
urban or suburban). The study took place within a well organised and well supported 
accreditation project and may represent a best case scenario. Similar positive 
attitudes towards extra-service delivery activities, such as teaching, among general 
practitioners, however, have been found in previous studies suggesting that the 
results may be transferable to other groups of general practitioners (Hartley et al., 
1999).
The isolated nature of general practice means that general practitioners' clinical 
skills are not displayed to their colleagues. Deterioration of clinical skills is feared, 
and both calibration of skills within a research project team and perceived 
improvement boosted morale. Changes in clinical practice seemed to be due to 
reflection prompted by new information, echoing Kolb's "learning cycle," where 
experience prompts reflection, leading to generalisation (hypothesis formation) and 
testing (Kolb, 1984). Further studies are needed to quantify these changes, which 
may have important implications for the role of teaching research in continuing 
medical education.
In many respects, research is seen as a means to an end. GPs use research to 
improve practice profile, boost credibility, and secure extra funding (although this is 
not a motivator). Traditionally GPs and general practice has been seen as lower 
status to hospital medicine in the UK. The generalist is valued less than the 
specialist. Many GPs welcome the opportunity to change this status with respect to 
their hospital based colleagues. This is natural and ever since the inception of the 
NHS in 1948, many GPs have opted for particular approaches to boost their 
standing and power base. Examples of this include educational activities, 
participation in professional body activities or getting involved in commissioning
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health care from their colleagues, in schemes such as GP fundholding (Hartley et 
al., 1999; Rivett, 1998)
To sustain research activity, general practitioners need help to overcome external 
(workload, financial and infrastructure related) and internal (confidence and skill 
related) restraints. The increase in morale attributed to teaching may prove 
important for the sustainability of research and for the current recruitment problems 
within general practice.
This research provided an interesting insight into GPs’ motivation to participate in 
research; however, it also posed more questions than it answered. Some of these 
questions were:
• Why do some practices develop their research activity to a high level and 
bring in funding in excess of the income of many small businesses when 
others struggle to receive any funding?
• Why do some GPs prefer to get involved with student teaching (where it is 
often possible to see a direct outcome linked to teaching input), whereas 
other GPs are prepared to dedicate many hours to research over long years 
before gaining any feedback or recognition from the professional community?
• Why do some practices work in relative isolation on small-scale research 
projects, whereas others prefer to collaborate in multi-practice research 
organised by (say) the Medical Research Council?
• What interventions can health service managers implement to promote and 
support research activity?
In seeking to answer these questions, the focus of research moved away from an 
organisational psychology approach to one of organisational sociology. Much 
interest has been shown in the lifecycles or organisations and this formed the next 
stage of this work.
8.3 The developmental model
In looking at the lifecycle research presented in Chapter Three, it is possible to 
divide the literature onto two very broad groupings. The first grouping proposed an
268
approach to organisation development that follows a traditional ‘lifecycle’, S-shaped, 
curve with clearly identifiable stages and a clear transitional path between these 
stages. In this type of approach, it is proposed that organisations start at one end of 
the cycle and move inexorably toward the maturity/death phase. The key factor in 
these models is that organisations do not move backwards down the curve, but just 
progress onwards, stay where they are or cease to exist. The second group of 
lifecycle proponents describe a much more fluid approach to organisational 
development which is far less linear or deterministic. Researchers adopting this 
approach talk of triggers and setbacks and describe the development process as a 
‘journey’ which is somewhat unpredictable. The literature overall suggests that Van 
de Ven’s U shaped curve (Figure 3.2, page 65) is a better description of what 
actually happens in reality.
The findings presented in Section 7.3, based on the in-depth study of 11 research 
general practices through the narrative accounts of 28 informants, challenges 
previously published organisational models of practice-based research activity 
(Carter et al., 2002). As Figure 8.1 shows, the empirical findings from the present 
study strongly support a developmental and adaptive (rather than fixed and 
categorical) classification of GP practices as research organisations. The typical 
research practice moves erratically from ‘creative energy’ driven by individual 
enthusiasm to a mature research organisation embedded in a wider collaborative 
network of similar and supporting organisations.
As explained earlier in this thesis (see in particular Section 6.3, p i54), the original 
taxonomy of research practices by the RCGP was ‘collaborative’ and ‘investigator 
led’. This was presumably based on a static snapshot of the level and type of 
research activity (for example, the practice was either a member of the MRC-GPRF 
or it wasn’t), but it did not take into account the notion that organisations are never 
static and that a measure of how ‘developed’ the practice was as a research 
organisation was needed.
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The model presented in Figure 8.1 represents the phases of development of the 
research practice -  beginning with the creative energy of an individual and 
progressing (with many shocks and set-backs on the way) through concrete 
planning, transformation, consolidation and collaboration. To the left of this flow 
chart are the critical success factors that are key at each stage, based largely (but 
not exclusively) on the general model of diffusion of innovations in organisations 
derived from the systematic literature review and shown on page 78.
In Phase 1 (creative ideas), critical success factors for the emergence of research 
activity include (in addition to the personal qualities of the index clinician such as 
interest, ability and motivation) the influence of enthusiasts and innovators, and 
inter-practice norms and values. Barriers and setbacks, shown on the right of the 
diagram, include the near-ubiquitous problem of competing priorities. In Phase 2 
(concrete planning), critical success factors at practice level include an internal 
champion, seed funding, and a clear leadership and vision. Setbacks in this phase
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often occur when a particular champion retires, moves on, or loses motivation. In 
Phase 3 (transformation), critical success factors centre on the necessary resources 
and skills to build infrastructure (both ‘bricks and mortar’ and a sound skills base 
amongst staff). The commonest setback to development here (and the commonest 
cause of actually sliding backwards) is an unsuccessful application for research 
funding.
In Phase 4 (consolidation), the practice must face the well-described challenge of 
ensuring sustainability of the innovation -  that is, maintain the hard gained changes 
and ensure that research becomes part of business as usual. Critical success 
factors here include continued leadership, lack of competing pressures, incentives 
and resources, as well as maintained inter-practice networks and continuing 
opportunities for research. Finally, those practices that successfully achieve 
sustained research activity can move to the final phase (collaboration) with 
advanced training, suitable inter-practice links, and further incentives.
The notion of the life cycle is thus a useful but (at the end of the day) fairly broad­
brush model for conceptualising research development.
8.4 The complex innovation model
In terms of identifying explaining the experiences (and perhaps predicting the 
support needs) of developing research practices more precisely, the theoretical lens 
of the diffusion of innovations literature is probably more useful, since this model is 
far more detailed and multifaceted. The unifying conceptual model that derived from 
the systematic review presented in Chapter Four is shown on page 78. As 
explained in Chapter Four, the model is intended mainly as an aide mémoire for 
considering the different aspects of a complex situation and their many interactions. 
It also provides the major theoretical framework for the analysis of data collected in 
the case studies presented in this research. It should not be viewed as a 
prescriptive formula. However, it is used to analyse and synthesise the some of the 
empirical data presented in chapter seven from the three case studies.
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The innovation
In this study, research activity within general practice is identified as the innovation. 
Different innovations are adopted by individuals, and spread to other individuals, at 
different rates. Some individuals never adopt research activity at all; and others 
subsequently abandon it. A number of attributes of research (in the eyes of potential 
adopters) are relevant to the adoption decision:
Relative advantage: it has been clearly demonstrated that innovations that have a 
clear, unambiguous advantage in terms of either effectiveness or cost-effective ness 
will be more easily adopted and implemented (Dirksen et al., 1996; Marshall, 1990; 
Meyer et al., 1997; Rogers, 1995). So for example, research activity must provide 
GPs and practices with a clear advantage (either clinical, professional or financial). 
The case studies demonstrated that research provides an income to many GPs. 
However, for those motivated beyond the financial aspects, research does much 
more than make money (and, of course, many research projects do not make 
money). Research provides stimulation to GPs and nurses; it is seen as a good 
way of keeping up to date; and it provides the practice with a certain ‘kudos’, 
enhancing its image to external stakeholders and colleagues. Many research active 
GPs would argue that it is the stimulation provided by research which keeps them in 
practice because it allows them to off-set the tedium of everyday service delivery. In 
many resepects, it is because general practice is a small business and the GPs act 
in an ‘executive’ role, which permits them to become involved in activities which may 
not always provide the right level of economic or business benefit to their 
organisation.
The GPs from Green Town PCT used research as a substitute for previous activities 
(GP fundholding) to fund posts and provide an income. These GPs also were 
strongly influenced by a charismatic colleague and other local contacts, and it could 
be argued that these influences were more important than relative advantage. For 
example, if financial issues were important, the practices could have cut the 
administrator’s post rather than look for extra work, which would lead to a range of 
extra logistic burdens on the practice, to partly fund it.
In the theoretical model, if a potential adopter sees no relative advantage in the 
innovation he or she does not generally consider it further: in other words, relative
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advantage is a sine qua non for adoption (Rogers, 1995). This again is borne out by 
the empirical studies looking at GPs who were interested in research but had 
decided not to participate in it. These GPs found that research activity did not 
provide as much stimulation or interest as other activities, such as service delivery 
or education of registrars or medical students. Nevertheless, relative advantage 
alone does not guarantee widespread adoption (Denis et al., 2002; Fitzgerald et al., 
2002; Grimshaw et al., 2004)). The research findings support this, with the majority 
of GPs not choosing to participate in research (or education) despite evidence that it 
can be beneficial. Innovations often go through a lengthy period of negotiation 
amongst potential adopters, in which their meaning is discussed, contested and 
reframed; such discourse can increase or decrease the perceived relative 
advantage of the innovation (Ferlie et al., 2001). There are plenty of examples of 
where GP researchers have had to negotiate with their colleagues to continue the 
practice’s participation in research activity. One large practice in Blue Town PCT, 
which had a long history of national and international standard research, found that 
with a change of partners (following retirement of research-committed colleagues), 
that they had to renegotiate the boundaries of research activity within the 
organisation. Despite the practice having a strong reputation and income stream 
from research, new partners were not interested or committed to research and this 
presented problems for the remaining researchers.
Compatibility: The theoretical model demonstrated that innovations that are 
compatible with the values, norms and perceived needs of intended adopters will be 
more readily adopted. The research presented here would indicate that this is not 
necessarily the case with GPs. The cohort of GPs interviewed in the final piece of 
fieldwork, had all registered an interest in research. Most were involved in 
educational or local ‘medico-political’ activities, such as membership of the Local 
Medical Committee or participation in the Professional Executive Committee (PEC) 
of the PCT. In many ways these GPs could be seen as innovators amongst their 
peer group. General practice is a ‘small business’ and, it could be argued, attracts 
doctors with an entrepreneurial flair. It is often in their nature to try out and adopt 
new activities. Therefore developing a research profile could be seen as being 
compatible with organisational and/or professional norms, values and ways of 
working. However, as this study demonstrates, it does not guarantee that research
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will be adopted, particularly where GPs have a choice over the activities in which 
they participate.
Complexity: The theoretical model demonstrated that innovations that are 
perceived by key players as simple to use will be more easily adopted. There is also 
some research which suggests that perceived complexity can be reduced by 
practical experience and demonstration evidence (PIsek, 2003)). This also concurs 
with the findings of PIsek and others, indicating that if the innovation can be broken 
down into more manageable parts and adopted on an incremental basis, it will be 
more easily adopted (Rogers, 1995; PIsek, 2003). Practices described in the case 
studies were selective about which aspects of research they became involved in. 
They tried to match their activities with their skills and interests. Where they had no 
interest, or perceived a lack of competence, for example in statistical analysis or in 
the research management and governance administration, they contracted the work 
to others. A number of practices in Blue Town PCT used a local GP researcher to 
design their studies and undertake statistical calculations. Most practices used local 
research development support units (RDSU) to ensure ethical clearance, peer 
review and registration of their studies.
Trialabililty: The theoretical model indicated that innovations that can be 
experimented with by intended users on a limited basis will be more easily adopted 
(Grilli et al., 1994; Rogers, 1995; Yetton et al., 1999; PIsek, 2003). Such 
experimentation can be encouraged through provision of ‘trialability space’ (Rogers, 
1995; 0vretveit et al., 2002; PIsek, 2003). The research indicated that GPs, starting 
out on the ‘research journey’ do have the opportunity to try out research. This 
happens in many ways. The smaller general practices within Green Town and Red 
Town PCT talk about the role of large scale trials run by the MRCGPRF and the 
pharmaceutical industry as a way of starting out. This, they say, gives them the 
opportunity ‘to try-out research’. There are other ways of starting out in research. 
One GP from Blue Town described how he developed a series of research 
questions and sought funding to help him answer these. He eventually received 
local and the national funding and this started his personal research journey. 
Increasingly GPs felt that they were being forced to collaborate with colleagues on 
research projects, particularly those that might receive NHS funding (via the Service 
Delivery and Organisation programme) and this was starting to remove the
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trialability element of research. GPs felt that it was an all or nothing approach. 
Either they submitted bids for £100,000 or they participated in very small trials; there 
seemed to be very little funding on offer between the two extremes.
Observability: One of the major problems with research as an innovation is the lack 
of observability of its impact. A number of the GPs interviewed described the long 
timescale of research projects and how it may take many years to see the 
outcomes. This long time frame compares unfavourably with the observability of 
patient care (the patient can improve immediately) or with observability of education 
(the student learns and passes an exam) or writing a book (it is published). But for 
some practices involved with large trials, for example with the MRC-GPRF, the 
research collaborators may never see the benefits of participation. Practices may 
receive some payment for their involvement but this could be seen as a fairly minor 
benefit compared to directly observed benefit to patient care.
Reinvention: The literature presented on innovation shows that if a potential 
adopter can adapt, refine or otherwise modify the innovation to suit his or her own 
needs, it will be more easily adopted (Rogers, 1995; Meyer et al., 1997). One of the 
major issues with the introduction of the UK’s Research Governance Framework is 
that much of planning and implementation of research activity is now prescribed. As 
mentioned, researchers need to go through a process of ‘scientific review’, peer 
review, ethical review and registration of a protocol, if the research is likely to 
involve patients, NHS staff or be conducted on NHS premises. Each project needs 
to be approved and registered with a local PCT research and development 
committee. Increasing funding for research is being targeted through PCTs and 
national bodies with the implication that research agendas and approaches are 
being determined by bodies other than the researcher. The implication of this is that 
GP researchers could find it difficult to develop a research profile which suits his or 
her interests. The whole process of research increasingly lacks flexibility. 
Reinvention is especially critical for innovations that arise spontaneously as ‘good 
ideas in practice’ and spread through informal, decentralised, horizontal social 
networks (moderate indirect evidence (Rogers, 1995). In the case of research, the 
case studies (for example in Blue Town PCT) described a GP who got involved in 
research because ‘he had questions that needed answering’. It could be argued that 
in the future this type of researcher is less likely to be attracted to research than was
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the case in the past. In particular research funding is also being targeted at 
addressing national priorities outlined in the NHS Plan and other Government White 
Papers (Department of Health, 2001c). Many of the GPs who were interviewed 
were clear that it was the local (practice relevant) questions that they were 
interested in getting an answer to, and not one of the national health priority areas.
Risk: Some GPs, for example, partners of the researchers in Blue Town PCT, were 
concerned about potential risk arising from research and its impact on their 
practices. This risk appears to be mainly financially based and can be seen at two 
levels. The first risk is that practice income and profits will suffer as a result of one 
or more GP being diverted away from service delivery by research involvement. 
The second level of risk comes from a concern about financial liabilities from 
employing extra staff and investments in research infrastructure. A number of larger 
research practices (for example in Blue Town PCT and one practice in Red Town 
PCT) had developed a separate ‘arm’ of their practice to ‘ring-fence research 
activity. This was seen as one way of mitigating the risk. The literature review 
indicates that if the innovation carries a high degree of uncertainty of outcome which 
the individual perceives as personally risky, it will be less likely to be adopted 
(Meyer et al., 1988; Meyer et al., 1997). The risks and benefits of an innovation are 
not evenly distributed in an organisation; the more the risk-benefit balance maps to 
the power base of the organisation, the greater its chance of adoption (Ferlie et al., 
2001; Denis et al., 2002). In many aspects, these studies (presented here) did not 
support this. The evidence showed that there were very few perceived risks from 
the perspective of practice staff and that all of the risks lay with the partners of the 
practice. However, it appeared that a significant number of non-research active 
partners were extremely risk-averse and, in a number of cases, wanted formal 
practice agreements about the role, extent and contribution of research in their 
practices.
Task issues: One of the major drivers of research, in all of the cases studied was a 
curiosity about unanswered clinical questions. Most of the GFs interviewed (even 
those who were not actively involved in research) felt that research was a good way 
of (i) answering these difficult clinical questions (could cancer be detected earlier in 
general practice? Would dictating referral letters in front of patients reduce ‘did not 
attend’ rates? How do you ensure greater medication compliance?) and (ii) keeping
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up to date. The literature shows that if the innovation is relevant to the performance 
of the intended user’s work, and if it improves task performance, it will be more 
easily adopted (Yetton et al., 1999). The literature demonstrates that interventions to 
enhance task relevance improve the chances of successful adoption and that if the 
innovation is feasible, workable and easy to use, it will be more easily adopted 
(Meyer et al., 1988; Yetton et al., 1999; Dobbins et al., 2001; Foy et al., 2002)). It is 
possible to identify how it would be possible to enhance task relevance in this case. 
This would be to loosen control of the research agenda and allow researchers to 
identify topics themselves. There is a conundrum here for policy makers. One the 
one hand, research is much more likely to thrive, if the researchers are allowed to 
set the research agenda (and by implications choose topics which are relevant to 
themselves) however, if the NHS is trying to address national priority health areas 
(coronary heart disease, cancer and mental health, for example), there does need to 
be some central control of the research agenda to provide the element of public 
accountability that is necessary. There is also a level of concern that PCTs will use 
research funding to examine issues that are important to their commissioning role 
(for example, how to reduce people with a mental health problem,who are not 
compliant with their medication). This may not be a national priority nor a practice 
priority, cause major task relevance problems. Low task relevance, in this case, will 
obviously lead to low levels of GF researcher interest.
Nature of the knowledge required to use it: If the knowledge required for the 
innovation’s use can be codified and separated from one context so as to be 
transferred to a different context, it will be more easily adopted (Aubert et al., 2001; 
O'Neill et al., 2002; Adler et al., 2003). In the context of research, this could mean 
that if GPs and nurses could use existing knowledge and skills (or apply the skills 
required from research to the service delivery) required from service delivery, it 
would improve the chances of research adoption. There is no doubt that there is a 
common set of knowledge and skills that are required by clinically competent GPs 
(and nurses) that are also necessary for researchers. These could include:
• Asking focused clinical questions
• Being up to date with professional knowledge (and skills)
• Ability to access, assimilate (and understand) published research
• Critical appraisal skills
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• Audit skills
• Observation skills
• Interview skills
• Management and project planning skills
However, there are also many other skills which are needed by a competent 
researcher, including:
Research design (and methodology) skills 
Statistical and data analysis skills 
Academic writing ability
Grant (funding applications) writing skills, and perhaps 
(A high level of) knowledge of the academic literature.
There is an overlap; however, competent researchers do need a different set of 
skills, some of which can be ‘hired in' to those for service delivery. In many 
respects, the availability of these skills can be one of the major rate-linhiting steps in 
the adoption and participation in research activity. In Blue Town PCT, these skills 
were available (on a contract basis) from a local researcher. However, the 
acquisition of these skills could prove to be a barrier to GP participation in their own 
research projects. The other way of circumventing this, for GPs who wish to 
participate in research, is to join a study which has been designed by someone else. 
This is, partly, the role of the MRC-GPRF. In providing the opportunity to participate 
in a previously designed research trial and offering training to research staff, the 
MRC addresses some of the barriers for practices which are unable (or unwilling) to 
develop these skills. Researchers still have to recruit suitable patients, undertake 
the research and report on it, however the design and analysis aspects are carried 
out by suitably qualified individuals elsewhere.
Augmentation I support: Indeed the MRC-GPRF (as does the pharmaceutical 
industry) plays the role of a supporter of research. This role has been described 
earlier in this chapter and it is sufficient to say that many for many interested GPs, 
research would be beyond their grasp, if it were not for this augmentation. This 
agrees with the evidence presented in the literature review, which demonstrates 
that if a ‘technology’ is supplied as an ‘augmented product’ (e.g. with customisation,
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training, and a helpdesk), it will be more easily adopted (Aubert et al., 2001). There 
are many other approaches that facilitators of research can use to provide this 
augmentation/support. In looking at the infrastructure provided by the research 
PCTs that were surveyed, many are using research management and governance 
support from the local RDSUs and academic departments. The role of these is to 
provide the following services:
Research design 
Scientific support 
Peer review 
Ethical review
Aspects of research project management (such as progress report writing) 
Administration for the research management and governance requirements.
The main drawback of these services is that not all research-interested GPs know of 
their existence and therefore how to access them.
Meaning: Another area explored in the fieldwork was the meaning of research to 
GPs and their staff. In many respects, there was no consistent view from 
participants on this. Some GPs (and nurses) saw research activity as what drove 
up clinical knowledge and standards. Some GPs saw research as another source 
of income. Indeed some research-active practice nurses saw research as an extra 
chore that they had been given within their practices. The literature review showed 
the meaning that the innovation holds for the intended adopter has a powerful 
influence on the adoption decision (Dearing et al., 1994; Timmons, 2001). If the 
meaning attached to the implementation of research activity is congruent with the 
meaning attached by partners, senior staff, service users, and other stakeholders, 
adoption is more likely (Eveland, 1986). The meaning attached to an innovation is 
generally not fixed but can be negotiated and reframed -  for example, through 
discourse within the organisation or across inter-organisational networks (Ferlie et 
al., 2001). The success of initiatives to support such reframing of meaning is 
variable and not easy to predict. The field work, however, did indicate, where there 
is congruence of meaning and acceptance across stakeholders within practices, it is 
much easier to implement and develop. Where there is not this congruence (for 
example in one of the Blue Town PCT established practices), this puts pressure on
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the research active partners to deliver particularly financial gains to the practice to 
match that which would be brought in through normal service delivery.
Nature of the adoption decision: The decision by an individual within an 
organisation to adopt a particular innovation is rarely independent of other 
decisions. This is so, for the adoption of research activity, as mentioned above. It 
may be contingent on a decision made by other partners; collective (the individual 
partner has a ‘vote’ but ultimately must follow to the decision of his or her 
colleagues); or authoritative (the individual is told whether to adopt or not -  as in the 
case of research nurses). The literature indicates that authoritative decisions (e.g. 
making adoption by individuals compulsory) may increase the chance of initial 
adoption but may reduce the sustainability of the innovation (moderate indirect 
evidence (Rogers, 1995). This does not seem be supported by the evidence from 
the case studies, which indicated that staff in practices accepted the decisions of 
GP partners (as was the case in Green Town PCT practices). It is probable that 
staff are used to a ‘unilateral’ decision making style and the hierarchical nature of 
small practices. Very few nursing or administrative staff felt that they really had any 
say in decision making.
Adoption of research is a process rather than an event, with different concerns 
being dominant at different stages. The literature on the adoption process in 
individuals traditionally presents it as going through five stages: awareness, 
persuasion, decision, implementation, and confirmation (Rogers, 1995). The 
Concerns Based Adoption Model, developed in relation to innovation in schools, 
suggests three key issues, which are included in the model:
Concerns in pre-adoption stage: Important prerequisites for adoption of research 
at a practice level are that the intended adopter, the individual GP, is aware of the 
innovation; has sufficient information about what it does and how to use it; and is 
clear how the innovation would affect them personally e.g. in terms of costs (Hall et 
al., 1987). There is some evidence from the fieldwork that this concern is not only at 
an individual level but also at an organisational level, with practices making sure that 
research does not detract from practice income or service delivery or have any 
negative impact on patients. This concern must be overcome by the ‘agent’ 
introducing the research activity to the practice, be it the MRCGPRF,
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pharmaceutical industry or a potentially research active GP partner. At the outset 
there seems to be a process of negotiation between the researcher and his or her 
colleagues.
Concerns during early use: In a number of cases, GPs start out with research as 
a sideline to their main activities, often undertaken in their own spare time. Once 
the impact of this ‘fledgling approach’ to research is understood, concerns can be 
better understood and answered. The literature review indicates that successful 
adoption of an innovation is more likely if the intended adopter has continuing 
access to information about what the innovation does, and to sufficient training and 
support on task issues i.e. about fitting the innovation in with daily work (Hall et al., 
1987). Therefore one of the advantages of research activity is its trialability (see 
earlier discussion) and it is this which allows these groups of concerns to be 
addressed.
Concerns in established users: One of the major points arising from the last piece 
of fieldwork (which looked at GPs who were interested in research,, but failed to 
become active) was the notion that research could only be conducted over a long 
timescale. This meant that the quality of feedback on research progress is often 
poor in the initial stages. Indeed, researchers often have to wait until all the data 
has been collected and fully analysed before success can be gauged. The literature 
indicates that successful adoption of an innovation is more likely if adequate 
feedback is provided to the intended adopter on the consequences of the innovation 
(Hall et al., 1987). Research active GPs may have to wait for relative long periods 
of time before feedback becomes available. This, of course, partially accounts for 
why GPs prefer the immediate gratification associated with the delivery of care (i.e. 
the patient gets better quickly -  although not in all cases) or with education (i.e. 
students develop new competences and can demonstrate the benefits of learning -  
although not in all cases as well).
Even though general practices tend to be relatively small organisations, they are set 
within a complex environment of PCTs, Strategic Health Authorities and other health 
related bodies. Empirical work in healthcare organisations has shown that the 
assimilation of complex innovations, such as the development of research activity in 
organisations often requires major changes in structures, systems and ways of
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working. Therefore, two additional concepts from this literature need to be discussed 
in this section:
Fuzzy boundaries: Complex innovations in service organisations can be 
conceptualised as having a ‘hard core’ (the irreducible elements of the innovation 
itself) and a ‘soft periphery’ (the organisational structures and systems that are 
required for the full implementation of the innovation); the adaptiveness of the ‘soft 
periphery’ is a key determinant of adoption (Denis et al., 2002). This is especially 
true for research structures in general practice. Those practices, starting out on the 
‘research journey’ by participating in MRCGPRF trials (for example), only need the 
basics of structures and systems. These will probably include:
• Basic information systems which will allow the recruitment of patients
• Bespoke research nurses to gather data and monitor patients
• Basic reporting systems
• A low level of research infrastructure, such as a room which can be used for 
the research activity
The planning, research design, funding, ethical approval, research management 
and governance, data analysis and reporting systems and structures are provided 
outside the organisation (practice) by the research sponsor/host. Many of the 
practices in Green Town PCT demonstrated this type of research structure and 
organisation. This contrasts widely with the structures of practices in Blue Town 
PCT, which were more like academic departments of general practice. These 
practices had separate research premises, sophisticated information systems, 
skilled research staff and systems for high level research management and 
governance. In many respects, it is the ‘fuzzy boundaries’ of research activity, 
which allows practices of different shapes, sizes, investments and interests to 
become involved.
The process of adoption in organisations: (Meyer et al., 1988) demonstrated an 
organisational parallel to the ‘stages’ of individual adoption, comprising ‘knowledge- 
awareness’, ‘evaluation-choice’, and ‘adoption-implementation’ Other evidence was 
more consistent with an organic and often rather messy model of assimilation in 
which the organisation moved back and forth between initiation, development, and
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implementation, punctuated variously by shocks, setbacks and surprises (Van de 
Ven et al., 1999). The process of adoption, the ‘research journey’ is described in 
depth at the beginning of this chapter and appears to be much closer to the 
evidence presented by Van de Ven et al. The adoption, as described by 
respondents, seems to involve a series of forward and backward steps, with the 
outcome of adoption being very hard to predict as it seems to be contingent on so 
many unpredictable internal and external factors.
Diffusion
This section of the discussion will look at how research activity has been, is and can 
be spread and diffused to further practices. In discussing this approach, the 
definition of spread is something that is actively led and diffusion is something that 
tends to be more passive. Spread can be top down, bottom up or a combination of 
both approaches. Diffusion just seems to happen. Of course policy makers can 
create the right conditions for diffusion to occur and so, in that respect, diffusion can 
be planned and implemented. Thus it could be argued that the influences that 
promote the spread of research can be thought of as lying on a continuum between 
pure diffusion (in which the spread of innovations is unplanned, informal, 
decentralised and largely horizontal or peer-mediated) and active dissemination (in 
which the spread of innovation is planned, formal, often centralized and tends to 
occur more through vertical hierarchies). There are a number of channels using 
mass media and other impersonal methods that can be used to create awareness of 
an innovation, interpersonal influence through social networks (defined as “the 
pattern of friendship, advice, communication and support which exists among 
members of a social system" (Valente, 1996)) is the dominant mechanism for 
diffusion. The findings will be explored using Rogers’ overview (Rogers, 1995) plus 
additional empirical work which provide us with a number of key components for the 
theoretical model. These areas are:
• Network structure
• Homophily
• Opinion Leaders
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Network structure: Networks are seen to be important in many areas of 
organisational development. Many of the respondents talked about the influence of 
networks on their decisions in general practice. These networks could be formal 
(such as the Primary Care Research Networks, the Local Medical Committees, 
Cancer Networks) and funded from the Department of Health or informal (such as 
collections of practices with common interests, friendships -  often dating back to 
medical school). The literature shows that adoption of innovations by individuals is 
powerfully influenced by the structure and quality of their social networks (Fennell et 
al., 1988; Valente, 1996; West et al., 1999). Different groups have different types of 
social networks (doctors, for example, tend to operate in informal, horizontal 
networks while nurses more often have formal, vertical networks (West et al., 
1999).Given that the key decision makers in the adoption of research are the GPs, it 
is not really surprising that top down communication (and hierarchical networks such 
as PCT R&D committees) has little impact. This is demonstrated by the research 
GPs interviewed in Green Town PCT. Very few knew much about PCT research 
structures, preferring to get their advice and information from colleagues (who they 
respected). Several practices had been encouraged to participate in 
pharmaceutical research by one colleague, who was perceived as being an 
influential role model. The respondents from Blue Town PCT were also quite 
sceptical about the PCT-led networks. Their view was that research knowledge and 
expertise resided within the four or five leading research practices and that the 
informal (and semi-formal) networks between these practices were far more 
influential in the development of research.
Given the nature of general practice and that GPs are largely autonomous 
independent contractors, it has been notoriously difficult to influence their behaviour. 
The fieldwork shows that practices make their own decisions about the adoption of 
research activity based on a range of criteria, which have been discussed above. 
Networks are important in this decision process. The literature shows that different 
social networks have different utilities for different types of influence (e.g. horizontal 
networks are more effective for spreading peer influence and supporting the 
construction and reframing of meaning; vertical networks are more effective for 
cascading codified information and passing on authoritative decisions (Rogers, 
1995; West et al., 1999). In the context of research adoption and development, it 
could be argued that horizontal networks, such as informal research networks are
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more effective in promoting the uptake of research activity. Vertical netv\/orks (via 
the Department of Health and PCTs) should be used to pass on information about 
research governance arrangements and funding opportunities. The implication of 
this is that if PCTs, for example want to develop research activity, they may be 
better to develop informal networks between potential researchers and active 
researchers. Setting up formal hierarchical networks may be counter-productive.
Homophily: The fieldwork demonstrates that practices and individual researchers 
identify with like-minded organisations and colleagues. The literature indicates that 
adoption of innovations by individuals is more likely if they are homophilous -  that is, 
similar in terms of socioeconomic, educational, professional and cultural background 
-  with current users of the innovation (West et al., 1999; Fennell et al., 1988). The 
implication of this for developing research activity is that GPs will identify and be 
influenced by researchers from similar practices and backgrounds. This may mean 
that small practices within an area like Blue Town POT will not be influenced by the 
larger research active practices in the area. These practices may be perceived to 
be ‘too different’. The research active partners and staff, within,these larger 
practices may be, again, perceived, as being special cases, too academic, and not 
typical of the ordinary GP with an interest in research. This may mean that these 
individuals are not the best people to promote research activity across the PCT 
area.
Opinion leaders: In Blue Town and Green Town PCT, respondents described the 
influence of key opinion leaders. Blue Town PCT respondents identified one local 
GP, who was committed to developing the research agenda nationally for general 
practice. This individual, now retired, had developed a strong research culture and 
infrastructure, within his own practice and had worked with the Department of Health 
to identify specific streams of funding to support research activity in primary care. 
Some Green Town PCT respondents talked about a ‘business-oriented’, 
entrepreneurial colleague who had introduced pharmaceutical company sponsored 
research into the area. This individual was seen to have considerable influence on 
the activities of a group of local practices and decisions about research adoption 
and development were not taken without reference to him. The literature describes 
how certain individuals have particular influence on the beliefs and actions of their 
colleagues (Coleman et al., 1966; Becker, 1970). These expert opinion leaders
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influence through their authority and status; peer opinion leaders influence by virtue 
of representativeness and credibility; and both have an important role to play in the 
development of research activity (Locock et al., 2001; Fitzgerald et al., 2002).
Dissemination
In reviewing the literature, it became obvious that social influence had a powerful 
impact on the adoption of innovations, for example, the role of opinion leaders in 
naturalistic settings (see above) is well established. However, is it possible to 
engage such individuals in planned change efforts? The literature would indicate 
that this often has disappointing results. The empirical literature can be summarised 
as follows:
Harnessing opinion leader influence: There was very little empirical evidence 
from the fieldwork about PCTs and the Department of Health trying to harness 
opinion leaders in the development of research in primary care. Networks and 
infrastructures have been put in place (for example primary care research networks 
(Evans et al., 1997)) to develop and promote research activity. The literature also 
reveals a dearth of specific evidence of the role of opinion leaders in harnessing the 
uptake of research. There is a wide literature on interventions in which opinion 
leaders are trained to influence the behaviour of their peers (for example, to 
persuade fellow clinicians to follow a new guideline) is generally positive in direction 
but small in magnitude (Thomson O'Brien et al., 2003). Failure to identify the true 
opinion leaders, and in particular, failure to distinguish between monomorphic 
opinion leaders (only influential for a particular innovation) and polymorphic opinion 
leaders (influential across a wide range of innovations) may limit the success of 
such intervention strategies (Rogers, 1995; Locock et al., 2001). It could be argued 
that if research opinion leaders were identified (locally and nationally), they could be 
harnessed to support the work of PCTs and research networks in developing 
research activity. These opinion leaders should be carefully chosen.
Champions: This study indicated that research activity was far more likely to be 
successful if each practice had a champion -  a lead researcher. Certainly this was 
the case within practices in Blue Town and (the large practice) within Red Town 
PCTs. In most cases, the champion was also the senior partner, who had
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considerable influence on practice based decisions. The literature indicates that 
adoption of an innovation by individuals in an organisation is more likely if the 
existing key individuals who have good personal relationships within their social 
networks are willing to back the innovation (Schon, 1963; Meyer et al., 1988; 
Markham, 1998; Backer et al., 1998). The smaller practices within Green Town 
PCT did not really have internal champions, research was selected as an activity to 
generate income and no real development ever took place.
Key champion roles for organisational innovations include (a) the organisational 
maverick, who provides the innovators with autonomy from the rules, procedures 
and systems of the organisation so they can establish creative solutions to existing 
problems; (b) the transformational leader, who harnesses support from other 
members of the organisation; (c) the organisational buffer, who creates a loose 
monitoring system to ensure that innovators make proper use of organisational 
resources, while still allowing them to act creatively; and (d) the network facilitator, 
who defends develops cross-functional coalitions within the organisation (Shane, 
1995). There is remarkably little direct empirical evidence on how to identify, and 
systematically harness the energy of, organisational champions. It is hard to 
categorise the champions within the practices, which were included in the case 
studies; however, it appears that the research champions seem to be from the 
‘transformational leader’ and ‘network facilitator’ categories. These individuals give 
direction and ‘shape’ the efforts of their colleagues and staff, as well as acting as 
links to the wider community. There was no evidence from the case studies to 
suggest GPs acting in a maverick role or as an organisational buffer. In a number of 
cases, the GPs worked within their own ‘free’ time on research and therefore 
‘buffered’ the organisation but this role is very different from the one described 
above by Shane et al.
Boundary spanners: The Blue Town case study identified an individual GP who 
was an active researcher within his own practice, provided support (in the form of 
research design and data analysis) to other practices and who was also based 
within the local PCT building. This individual acted in a linkage role within the local 
area. The literature indicates that an organisation is more likely to adopt an 
innovation if individuals can be identified who have significant social ties both within 
and outside the organisation, and who are able and willing to link the organisation to
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the outside world in relation to this particular innovation. Such individuals play a 
pivotal role in capturing the ideas that will become organisational innovations 
(Kimberly et al., 1981; Rogers, 1995). This is exactly the role played by this GP. 
The Blue Town PCT case study also identified the importance of the Professor of 
Primary Care in the local medical school. This individual had built up strong links 
with a number of research active practices and helped with obtaining funding and 
developing research projects. These boundary spanners play a key role in 
promoting collaboration, spreading good ideas and ‘cross-fertilising’ organisations.
The research literature suggests that organisations that promote and support the 
development and execution of boundary spanning roles are more likely to become 
aware of, and assimilate, innovations quickly (Tushman, 1977; Barnsley et al., 1998; 
Ferlie et al., 2001). There is no evidence to support or contradict this view. This 
may be an area which could be explored through further research.
System antecedents for innovation
The literature review on diffusion of innovations is mostly based on simple, product- 
based innovations, for which the unit of adoption is the individual and diffusion 
occurs by simple imitation (Rogers, 1995). The adoption of research activity within 
general practice tends to be far more complex than this. It is important not to over­
generalize from this literature to the complex, process-based innovations in service 
organisations, for which the unit of adoption is the team or organisation and which 
almost invariably require planned and sustained efforts at implementation. Different 
organisations provide widely differing contexts for innovations, and a number of 
features of organisations (both structural and ‘cultural’) have been shown to 
influence the likelihood that an innovation will be successfully assimilated (that is, 
adopted by all relevant individuals and incorporated into ‘business as usual’). These 
areas will be explored.
Structural determinants of innovativeness: Is it possible to draw any conclusions 
from the structures of particular practices which make them more suitable to adopt 
research activity as an innovation? Much has been written about the so called 
structural determinant of innovativeness -  do small organisations innovate better 
than large ones? Do younger organisations innovate better than older ones? The
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literature review indicates that there are four meta-analyses that included both 
manufacturing and service organisations and 15 additional empirical studies from 
the service sector (Tornatsky et al., 1982; Damanpour, 1991; Damanpour, 1992; 
Damanpour, 1996). The findings of these studies are somewhat heterogeneous but 
suggest that an organisation will assimilate innovations more readily if it is;
• large,
• mature,
• functionally differentiated (that is, divided into semi-autonomous departments 
and units),
• specialised,
• with foci of professional knowledge,
• if it has slack resources to channel into new projects,
• if it has decentralised decision-making structures.
Size is almost certainly a proxy for other determinants including slack resources and 
functional differentiation. The fieldwork was inconclusive in this area. It would 
appear that the ‘character’ general practice reflects that of a few key individuals, 
usually the partners in the practice. Adoption and development of research 
appeared not to be connected to size or maturity. The key determinant is the level 
of slack resources to channel into new projects. Practices which really wanted to 
get involved in research made sure that they had these ‘slack’ resources. This was 
mostly created by seeking extra funding or by GPs arranging to do fewer sessions 
seeing patients. This would mean that practice (and individual) income was 
reduced (because service delivery brought in more income than research activity) 
but this was always a personal choice of the partners involved.
There is consistent empirical evidence for two further non-structural determinants of 
organisational innovativeness. This is also strongly supported by the evidence from 
this study as well:
Absorptive capacity for new knowledge: The research practices that were part of 
the Blue Town PCT case study and the large practice from Red Town PCT all 
described processes whereby research activity generated new knowledge and this 
was feedback into the service delivery aspects of the wider practice. Respondents 
talked about the key link between keeping up to date (CPD) and research generated
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knowledge. There were examples of practice development meetings where the 
research active members of the team talked through the progress that had been 
made from their research activities. All of the other practices identified the benefits 
to professional development (mostly to individual researchers) from participation in 
research. The case studies demonstrated that these organisations were able at 
varying levels to capture and share new knowledge among members of the teams. 
The literature review presents empirical evidence that an organisation that is able 
systematically to identify, capture, interpret, share, reframe, and re-codify new 
knowledge, to link it with its own existing knowledge base, and to put it to 
appropriate use, will be better able to assimilate innovations -  especially those that 
include technologies (Barnsley et al., 1998; Ferlie et al., 2001; Zahra et al., 2002). 
This seems to be somewhat difficult to quantify in most cases. It is also difficult to 
separate cause and effect. Is it that innovations, such as research, create sources 
of knowledge and skills, which help to develop the practice further? Or could a 
practice with a capacity for knowledge and skills find it easier to develop research 
capability. There is no evidence to support either and it may be that both are the 
case. There is a type of general practice which is able to develop new services, 
often offers high quality patient services, which has motivated staff and is extremely 
profitable. This type of practice has the right infrastructure for effective knowledge 
management and commits resources to staff development. Many of the practices 
which were included in the case studies could fit within this category. This, of 
course, is not representative of all practices but, we must also be careful in using 
some of these criteria as quality standards for practices.
The literature demonstrates that prerequisites for absorptive capacity include the 
organisation’s existing knowledge and skills base (especially its store of tacit, 
uncodifiable knowledge) and pre-existing related technologies; a ‘learning 
organisation’ culture; and proactive leadership directed towards enabling knowledge 
sharing (Barnsley et al., 1998; Ferlie et al., 2001; Zahra et al., 2002). This would fit 
well with the idea that practices which demonstrate good professional development 
activities and mechanisms for sharing the knowledge gained from research are 
more likely to be innovative practices. Incidentally, many of these practices also 
trained medical students and GP registrars as well as providing funding for staff to 
attend external courses. The knowledge that underpins the adoption, dissemination 
and implementation of an innovation (such as a complex technology) within an
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organisation is not objective or given. Rather, it is socially constructed, frequently 
contested, and must be continually negotiated between members of the 
organisation or system. This, again, is illustrated by one practice from Blue Town 
PCT, where the ex-senior partner had developed a research capacity, recruited and 
trained young GP researchers and invested in a developed information 
infrastructure. On the retirement of this senior partner, the remaining researchers 
described the process of re-negotiating the portfolio of research activity with new 
partners. The researchers felt that they were continually having to sell the benefits 
of research to their colleagues, a process that also occurred when considering other 
alternatives to service delivery, such as training medical students and GP registrars. 
This type of contestation was seen as being normal for a practice which was always 
seeking to learn and develop.
Another key area mentioned above but which needs further exploration is the use to 
which a research practice puts the new knowledge which emerges from research 
activity. Respondents identified two main sources of knowledge: that obtained as a 
result of research (i.e. the output of research) and that obtained from the process of 
research (i.e. better understanding of research methodologies and background 
information from literature reviews). So a critical aspect of knowledge utilisation in 
healthcare organisations might be the utilisation of research evidence on the 
efficacy of health technologies. Research practices which have effective knowledge 
management systems are able to feedback this new knowledge to their staff, 
ensuring that they are aware of developments (and new definitions of what is 
obsolete) in diagnostic tests, drugs, surgical procedures and so on, and can modify 
their practice accordingly. A major overview of high-quality qualitative studies on 
how research evidence is identified, circulated, evaluated and used in healthcare 
organisations (Dopson et al., 2002) confirms the mainstream knowledge utilisation 
literature, which suggest that before it can contribute to organisational change 
initiatives, knowledge must be enacted and made social, entering into the stock of 
knowledge constructed and shared by other individuals. Knowledge depends for its 
circulation on interpersonal networks, and will only diffuse if these social features 
are taken into account and barriers overcome. A number of the practices 
interviewed, justified their participation in research activity because it gave them a 
mechanism through which to generate this knowledge and feed it back to staff. 
Thus, this again, can be seen from two perspectives. Are practices innovative (in
291
adopting research) because they have developed approaches to knowledge 
management or is this seen as a way of developing knowledge management? 
Again, there is no empirical evidence to identify causality here, but suffice it to say, 
all of the innovative practices which participated in this study, had good knowledge 
management and utilisation processes.
Receptive context for change: This composite construct incorporates a number of 
organisational features that have been independently associated with its ability to 
embrace new ideas and face the prospect of change (Pettigrew et al., 1992). Many 
of the practices interviewed had a history of being involved in new initiatives (for 
example GP fundholding, total purchasing pilots, accreditation schemes) as well as 
exploring a range of mechanisms for enhancing practice income. The literature on 
this topic suggests that an organisation with such a receptive context will be better 
able to assimilate other innovations. In other words, organisations which are 
receptive to change are more likely to be successful in the change process. In 
addition to absorptive capacity for new knowledge (see above), the components of 
receptive context include strong leadership, clear strategic vision, good managerial 
relations, visionary staff in key positions, a climate conducive to experimentation 
and risk-taking, and effective data capture systems (Pettigrew et al., 1992; 
Anderson et al., 1998; Barnsley et al., 1998; Van de Ven et al., 1999; Dopson et al., 
2002; Nystrom et al., 2002; Newton et al., 2003; Gosling et al., 2003). A good 
example of this would be the large research practice in Blue Town PCT, where 
respondents described their charismatic senior partner who recruited and trained 
dynamic young research GPs. The practice invested in a strong management and 
project management function as well as having excellent information systems (data 
capture systems). A study by Van de Ven demonstrates that leadership may be 
especially critical in encouraging organisational members to break out of the 
convergent thinking and routines that are the norm in large, well-established 
organisations (Van de Ven et al., 1999). This would seem to be important for larger 
practices which might be interested in participating in research. It is impossible to 
confirm this from these studies as no such organisations were included in the 
sample frame, although interviews from one of the large practices in Blue Town 
PCT, did reveal the importance of string charismatic leadership. There are 
obviously weaknesses in the ‘one-shot’ interview approach which relies on the 
memory of the interviewees, however it does throw light on the importance and
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impact of this individual and his leadership style. In particular, his ability to 
communicate his vision and to get colleagues and staff to ‘buy in' to these ideas, are 
seen as vital in the establishment of research practices within Blue Town and also 
on a wider scale in the UK.
System readiness for Innovation
A practice may be amenable to the adoption of research in general but not ready or 
willing to assimilate it at a particular point in time. Formal consideration of this 
innovation allows the organisation to move (or perhaps choose not to move) to a 
specific state of system readiness for that innovation. The ‘one-shot’ approach to 
interviews as a method of data capture, again has its limitations when trying to 
capture data in this area and so this study is not really able to present any firm data 
on all these areas. The elements of system readiness are:
Tension for change 
Innovation-system fit 
Assessment of implications 
Support and advocacy 
Dedicated time and readiness 
Capacity to evaluate the innovation
Tension for change: If staff perceive that the present situation is intolerable, a 
potential innovation is more likely to be assimilated successfully (Gustafson et al., 
2003). This study was not able to gather any data on this issue. The adoption of 
research activity was seen as a positive innovation for all of the practices and was 
done, not to remedy a weakness, but because it would contribute in a positive way 
to the practice and its members. In none of the interviews was there any indication 
that GPs or practices were facing an intolerable situation that the adoption of 
research could remedy. It is therefore impossible, on the basis of the data collected, 
to substantiate or contradict Gustafason’s study.
Innovation-system fit: One of the important observations from all of the research 
practices, was that research activity seemed to fit well with the practices’ overall 
systems. None of the interviews highlighted any tension between practice systems
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and those required for research activity. However, there did appear to be tensions 
in this area for the practices which had decided not to pursue research activity. An 
innovation that fits with the existing values, norms, strategies, goals, skill mix, 
supporting technologies and ways of working of the organisation is more likely to be 
assimilated (Rogers, 1995; Gustafson et al., 2003). Therefore in the practices which 
had not implemented research activity, there were concerns about lack of practice 
space; the impact on service delivery; impact on work-life balance; detrimental 
impact on practice income; conflict with existing interests of partners and staff; and 
lack of skills of partners and staff. In these practices there was a poor match 
between the proposed innovation (research activity) and the current systems of the 
organisation. This seems to be one of the most important areas which need to be 
overcome if research activity is to be promoted on a wider basis. Research seems 
to fit with the ethos, norms and goals of some practices, but there is no such fit in 
many others.
Assessment of implications: Gustafson has also demonstrated that organisations 
which think through the implications of a potential innovation are more likely to be 
successful in its implementation (Rogers, 1995; Gustafson et al., 2003). In 
particular, job changes should be few and clear, appropriate training and support 
should be given, and relevant documentation and augmentation (e.g. helpdesk) 
provided for technologies. GPs from Green Town PCT practices described a clear 
process of assessing the impact of research activity, including its financial 
contribution before becoming involved. This assessment was led by a local GP who 
had been involved in the Total Purchasing Pilot and had undertaken MRCGPRF and 
pharmaceutical industry research before. It was important to these practices that 
many of the training and support issues were addressed by the research 
sponsor/funder and that the practice did not need to worry about how these would 
be met. It appears that this aspect is quite important to the practices which are 
‘occasional collaborators’ (using the RCGP categorisation) or at Phase one (creative 
ideas) or Phase two (concrete planning) stage of the model described in Figure 8.1 
above. This again is an important area for policy makers trying to increase research 
capacity within primary care. Much more though needs to be given to helping 
practices assess and address the implications of research adoption. Given that 
research, as an innovation, has ‘fuzzy boundaries (see above), it should be possible
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for research facilitators in local PCTs to provide some of the ‘outer-core’ services 
needed to support the research process.
Support and advocacy: The are a number of studies which highlight the 
importance of supporters and advocates of an innovation (Champagne et al., 1991; 
Rogers, 1995; Gustafson et al., 2003). Therefore, if supporters of the innovation 
outnumber, and are more strategically placed, than opponents, it is more likely to be 
assimilated. The studies presented here indicate that this finding may not be 
particularly relevant for the adoption of research activity in general practice. This is 
because, initially, the decision to participate in research seems to be taken on an 
individual basis by a GP. This GP has to negotiate time, space and funding with 
other partners in the practice but largely the decision is one which lies with the 
individual. The reason for this lies in the nature of general practice within the UK 
and independent contractor status. However, as research activity develops, it will 
be important to gain advocates and support within the organisation, and this is 
where the trialability and observability (or lack of it) become important factors. 
These issues have been discussed in depth earlier on in this chapter. .
Dedicated time and resources: In all of the interviews described and analysed in 
the previous chapter, the issues of time and money, were seen to be vital in the 
decision whether to adopt research activity. There is a strong theme running 
through the literature indicating that if the innovation has a ‘budget line’ and if 
resource allocation is (a) adequate and (b) recurrent, it is more likely to be 
assimilated (Rogers, 1995; Gustafson et al., 2003). General practice is seen as a 
small business. The GPs are partners in this business and obviously rely on 
practice income to pay staff and their own salaries. GP income from GMS (general 
medical services) and PMS (personal medical services) are described in chapter 
two of this thesis. Much of this income is linked to activity (patient numbers, items of 
service) and meeting targets (for example the new Quality and Outcomes 
Framework). Gustafson’s work indicates the importance of an adequate and 
recurrent budget for an innovation. In this case, not only does research require a 
budget to fund it, there is also an opportunity cost associated with participation. 
This cost is equivalent to the funding foregone from service delivery in which the GP 
can no longer participate. Most of the respondents talk about the need to justify to 
colleagues the potential impact of research on practice income. Without sufficient
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time and funding, research will never be adopted -  even though it might provide 
GPs with opportunities for stimulation, education and recognition (kudos).
Capacity to evaluate the innovation: Evaluation is seen as an important aspect of 
implementation of research. No respondent talked about formal evaluation of 
research and its impact on the practice. Gustafson’s study on innovation indicates 
that if the organisation has tight systems and appropriate skills in place to monitor 
and evaluate the impact of the innovation (both anticipated and unanticipated), the 
latter is more likely to be assimilated and sustained. This is supported by the work 
of others (Rogers, 1995; Gustafson et al., 2003; PIsek, 2003). Practices evaluate 
the impact of research on an informal basis. They look at the impact that it has on 
practice finances and service delivery. Some practices produce annual research 
reports, but it was not able to gather any data that suggested there were formal 
evaluation processes for research projects.
The outer context: inter-organisational networks and collaboration
The case studies demonstrate the importance of the outer context and 
organisational networks on the development of research. In each of the PCT areas 
there was a slightly different level of support and networking. Respondents from 
Blue Town and Red Town described strong, effective, local networks of primary care 
researchers which were integral in setting the research agenda. These networks 
were mostly co-ordinated and led by the GPs from the local research practices but 
were seen as an excellent way of promoting collaboration and sharing ideas. Green 
Town researchers were aware of their networks but felt that they weren’t really 
relevant to the practices’ needs. The literature demonstrated that an organisation’s 
decision to adopt an innovation, and its efforts to implement and sustain it, depend 
on a number of external influences;
• Informal inter-organisational networks
• Intentional spread strategies
• Wider environment
• Political directives
These issues will be explored in turn.
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Informal inter-organisational networks: A key influence on an organisation’s 
adoption decision is whether a threshold proportion of comparable (homophilous) 
organisations have done so or plan to do so (Robertson et al., 1983; Fennell et al., 
1988; Burns et al., 1993; Westphal et al., 1997). This is an important factor in the 
adoption of research. As has been discussed (earlier in this chapter) there is 
evidence that doctors tend to have horizontal networks. The GPs from Green Town 
describe the strong homophilous network of practices which had previous been part 
of a Total Purchasing Pilot. These practices all became involved in research activity 
and in some cases posts were shared (the GP research co-ordinator and research 
nurse). Practices in Blue Town described their collaboration on particular projects 
(for example the early diagnosis of patients with cancer). Strong networking was 
seen as being vitally important in promoting and developing these activities.
A ‘cosmopolitan’ organisation (one that is externally well networked with others) will 
be more amenable to this influence (Robertson et al., 1983; Fennell et al., 1988; 
Burns et al., 1993; Westphal et al., 1997). It is hard to gauge whether an 
organisation is ‘cosmopolitan’ in this respect. The fieldwork did not set out to 
measure the degree of ‘networkedness’ of each practice, however, from listening to 
the stories of practices, it is possible to test whether some are better linked than 
others. Interestingly, practices which chose not to participate in research activity 
appeared to be just as well networked as those which were research active. GPs 
from the former group tended to be involved in educational activity. They described 
similar educational networks (for example via local hospital postgraduate 
educational centres, postgraduate tutors, the RCGP and academic departments) to 
their research colleagues. Although it is difficult to measure and verify from this 
data, there would appear to be no difference between these two groups on this 
aspect.
GPs who had chosen not to become involved in research activity talked about the 
lack of impact made by local research networks and how they felt excluded from its 
activities in promoting research uptake. A number of respondents felt that it was 
ineffective in promoting research and only supported those practices which were 
already active researchers. There is quite a lot of evidence to suggest that networks 
are effective in promoting adoption as opposed to initiating the adoption decision.
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Inter-organisational networks will only promote adoption of an innovation once this is 
generally perceived as ‘the norm'; until that time, networks can also serve to ‘warn 
organisations off innovations that have no perceived advantages (Abrahamson, 
1991; Westphal et al., 1997; Fitzgerald et al., 2002)).
Intentional spread strategies: PCTs, MRC and research networks have 
responsibility for developing research capacity in primary care. The mechanisms 
and funding approaches have been discussed in Chapter Two. These have the role 
of providing intentional spread strategies for research. There is a wealth of literature 
on formal networking initiatives in health care and the wider service sector (such as 
quality improvement collaboratives (0vretveit et al., 2002) or ‘Beacon’ schemes 
(Rashman et al., 2002)) aimed at promoting sharing of ideas and knowledge 
construction (O'Connor et al., 1996; Flamm et al., 1998; Leape et al., 2000; 
Rogowski et al., 2001; Horbar et al., 2001). Overwhelmingly these studies show 
that such approaches are sometimes but not always effective. They tend to be 
expensive and the gains from them difficult to measure; evidence on their cost- 
effectiveness is limited. Ovretveit describes the success factors from healthcare 
quality improvement collaboratives as including (a) the nature of the topic chosen for 
improvement; (b) the capacity and motivation of participating teams -  in particular 
their leadership and team dynamics; (c) the motivation and receptivity to change of 
the organisations they represent; (d) the quality of facilitation -  in particular the 
provision of opportunities to learn from others in informal space; and (e) the quality 
of support provided to teams during the implementation phase (0vretveit et al., 
2002). The experience of respondents in this study would match these findings. 
Some research networks seem to functional well, others (as has been mentioned) 
are perceived to be ineffective by respondents. In particular, GP respondents were 
sceptical about the impact and effectiveness of PCTs as bodies for spreading 
research. There was a view that they did not have the capacity, skills or 
understanding to promote research activity. In Blue Town, example, the research 
GPs had a long tradition of research activity of a national and international standard. 
The GPs’ view (supported by that of the PCT Chief Executive) was that the PCT 
was struggling to cope with its service delivery and commissioning functions without 
having to drive forward the research agenda. Evidence suggests that this problem 
was also an issue in the seven other research PCTs that participated as pilots in the 
Department of Health scheme (Shaw et al., 2004).
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Wider environment: The NHS and primary care is constantly undergoing changes. 
Over the last twenty years there have been a range of policy initiatives in the UK 
which have meant that major structural and system changes have been necessary 
in the UK (Department of Health, 1989; Department of Health, 1995; Department of 
Health, 1996; Department of Health, 1997; Department of Health, 2001b; 
Department of Health, 2001c). This undoubtedly has had effects on long term 
planning and the up-take of new services by GPs. Change has almost become a 
way of life in general practice. The evidence base for the impact of environmental 
variables on organisational innovativeness in the service sector is sparse and 
heterogeneous, with each group of researchers exploring somewhat different 
aspects of the ‘environment’ or ‘changes in the environment’. Environmental 
uncertainty has either a small positive impact or no impact on innovativeness 
(Baldridge et al., 1975; Kimberly et al., 1981; Meyer et al., 1988). Anecdotally, it 
could be argued that because practices are so used to change, they are more 
receptive to adopting an innovation, such as research.
Political directives: Some empirical studies of innovation formally measured the 
effect of the policy context on the adoption of a particular innovation. Recently there 
has been a series of policies from the Department of Health to develop a stronger 
research base within the UK (Department of Health, 2000b; Shaw & Carter, 2000; 
Department of Health, 2002b; Shaw et al., 2004). There is some evidence that a 
policy ‘push’ occurring at the early stage of implementation of an innovation initiative 
can increase its chances of success, perhaps most crucially by making a dedicated 
funding strearn available (Granados et al., 1997; Hughes et al., 2002; Fitzgerald et 
al., 2002; Exworthy et al., 2003). Whether this has had any effect on practices is 
debatable. Many of the respondents from Green Town PCT (and the smaller 
practice in Red Town) were not aware of these initiatives. Given this, it is unlikely 
that they will have made any impact on the adoption of research. Respondents from 
Blue Town practices were worried that these initiatives (particularly the ones on 
funding) were driving practices to collaborate (with other practices and universities). 
This, it was felt would remove the independent, local focus on research and may 
have a detrimental (rather than the positive developmental) effect on primary care 
research.
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The concern about the impact of top-down directives on innovation is reflected in the 
literature. External mandates (political ‘must-dos’) increase the predisposition (i.e. 
the motivation), but not the capacity, of an organisation to adopt an innovation 
(Taylor et al., 1998); such mandates (or the fear of them) may divert activity away 
from innovations as organisations seek to second-guess what they will be required 
to do next rather than focus on locally generated ideas for initiatives (Meyers et al., 
1999; Exworthy et al., 2003;).
Implementation /  sustainability
It is worth looking at the developmental ‘journeys’ described by the practices 
interviewed for the lifecycle research (in Section 7.2) and seeing these as the long 
implementation phase of a complex innovation (that is, the early usage activities that 
often follow the adoption decision). The literature shows that there are a number of 
elements specifically associated with successful implementation and routinization of 
complex innovations:
Organisational structure: General practice in the UK, by is very nature, is built 
around a small business model. Even though some practices will have incomes of 
nearly Elm, they will essentially be flexible and build around the working 
preferences of a few partners (usually ranging from 1 - 12, in most cases). The 
literature demonstrates that an adaptive and flexible organisational structure, and 
structures and processes that support devolved decision-making in the organisation 
will enhance the success of implementation and the chances of routinization 
(Meyers et al., 1999; Van de Ven et al., 1999). Decision making in general practices 
tends to be non-bureaucratised and the organisational structure can easily be 
designed support the implementation of research activity. Some of the larger 
research practices which were part of this study had developed a research structure 
which was separate from the main practice organisation (responsible for service 
delivery). This separation facilitated easier decision making (through involvement of 
fewer partners) in the process and therefore helped to ensure (in the view of the 
respondents) a more sustainable development of research.
Leadership and management: The successful practices demonstrated strong 
leadership. Respondents from the practices talked about the importance of the
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vision, drive and commitment of senior partners, some of who had now retired. This 
leadership included developing individuals and practice infrastructure to 
accommodate research activity. The literature indicates that top management 
support, advocacy of the implementation process, and continued commitment to it, 
will enhance the success of implementation and routinization of an innovation 
(Green, 1998; Meyers et al., 1999; Gustafson et al., 2003;). If the innovation aligns 
with the prior goals of both top management and middle management, and if 
leaders are actively involved and frequently consulted, it is more likely to be 
routinized (Gustafson et al., 2003). Therefore if practices are committed to 
research, staff are engaged in research activity, if it is feedback into the service 
delivery, then routinization is far more likely.
Human resource issues: Evidence suggests that human resource issues are 
important when implementing and routinizing a complex innovation such as 
research activity. Successful routinization of an innovation in an organisation 
depends on the motivation, capacity and competence of individual practitioners 
(Gustafson et al., 2003). The respondents in this research acknowledged the 
importance of training and development of all research staff. This training ranged 
from higher education programmes on research methods for senior practice staff, 
research management and governance for management staff and data collection 
skills for research officers. Early and widespread involvement of staff at all levels, 
perhaps through formal facilitation initiatives, enhance the success of 
implementation and routinization (Kitson et al., 1998; Meyers et al., 1999). This 
again was supported by findings from the practices. Successful research 
organisations seemed to involve their staff at every opportunity and had formal 
processes for updating staff on the research progress and findings. These 
processes included formal practice training sessions, regular practice meetings and 
research newsletters for staff (and patients).
Funding: The literature describes the importance of dedicated funding for 
implementation. If this is available the innovation is more likely to be implemented 
and routinized (Elliott et al., 1998; Green, 1998; Fitzgerald et al., 2002; Hughes et 
al., 2002; Gustafson et al., 2003). This is supported by several respondents from 
the larger research practices which had received ‘Culyer’ funding. This funding was 
designed to support (and develop) the practice research infrastructure, while
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allowing the researchers to apply for grant funding for specific projects. 
Respondents described the importance of this funding in providing space and time 
to allow the development of a research strategy, plans and portfolio.
Intra-organisational communication: Many of the respondents talked about the 
importance of effective communication across structural (e.g. departmental) 
boundaries within the organisation. Given the portfolio of services delivered by 
practices and the dependence on other clinicians for aspects of research activity (for 
example in identifying and recruiting patients for research participation), 
respondents described the importance of ‘the left hand knowing what the right hand 
is doing’. The literature also describes the important of communication which 
enhances the success of implementation and the chances of routinization (Meyers 
et al., 1999).
Feedback on performance: Respondents from practices noted the long time 
frames associated with research activity. This can present real problems for the 
routinization of research activity. The literature shows that accurate and timely 
information on the impact of implementation process (through efficient data 
collection and review systems) increases the chance of successful routinization 
(Green, 1998; Grimshaw et al., 2004). In many cases, research projects stretch on 
for a period of years before results become available and, publications may take 
even longer. This ‘delayed gratification’ is discussed in greater detail in the next 
section looking at the adoption, spread and diffusion of research activity, but the real 
positive or negative effect on service delivery. Short-term surrogate measures, such 
as income, can be used. Many practices look at this on a year-by-year basis but the 
problem with such an approach is that it ignores the contribution that research 
makes to patient care, staff skills (and knowledge) and the ‘kudos’ of the practice.
Adaptation/reinvention: Respondents identified the importance of the research 
agenda being determined locally. Many researchers discussed the problems of 
PCTs and central Department of Health sources (such as the NHS Service Delivery 
and Organisation programme) controlling the funding agenda. The literature on 
sustainability argues that if an innovation is adapted to local context, it is more likely 
to be successfully implemented and routinized (Rogers, 1995; Ovretveit et al., 2002; 
Gustafson et al., 2003) The researchers interviewed would far rather develop their
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own research questions and not have topics set from national of PCT priorities. If 
the latter were to happen, some primary care researchers felt that they might be put 
off further participation.
Linkage between components of the model
There is some empirical evidence (and also robust theoretical arguments) for 
building strong links between the different components of the Diffusion of 
Innovations model described in Figure 4.3 (Greenhaigh et al., 2004a). Linkage can 
occur in a number of different ways:
• Linkage at the development stage
• Linkage and the change agent :
• External change agents
This study obtained very little empirical data about the linkage between components 
of the model. The focus for research funding and research management and 
governance in primary care is the rPCT. However, in all three PCT areas (Blue, 
Green and Red) there was very little acknowledgement of the role of external links 
such as the role of the PCT, primary care research networks (PCRNs) or other 
external bodies. The GPs who were interviewed perceived that these linkages were 
not sufficiently developed to make a real contribution. It seems that peer support 
and the role and influence of local champions were more important. In Blue Town 
PCT the research GPs felt that the PCT and PCRN had a poor grasp of the 
research agenda and that it was being led by GPs from the four major research 
practices. The RM&G arrangements in Blue Town were centred on the local acute 
trust’s RDSU. GPs felt that this did help with the administrative workload but made 
little contribution in terms of study design, scientific support or setting an agenda. In 
Green Town PCT, the GPs stated that they knew very little about the PCT and 
research networks preferring to get their information, again, from colleagues. This 
poses a problem for the local health authorities, such as PCTs, if potential research 
active GPs are ambivalent about using local research networks. The literature 
demonstrates that if the innovation is centrally developed (e.g. in a research centre), 
it is more likely to be widely and successfully adopted if the developers or their
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agents are linked with potential users at the development stage in order to capture 
and incorporate the user perspective (strong indirect evidence (Rogers, 1995)).
Studies have demonstrated that if a change agency is involved with a dissemination 
programme, the nature and quality of any linkage with intended adopter 
organisations will influence the likelihood of adoption and the success of 
implementation (Rogers, 1995; Lomas, 2000). Whilst the fieldwork in this thesis has 
identified change agents, by and large they have been linked with local research 
practices rather than any formal Department of Health or PCT policy to develop 
research activity. The DoH has relied on funding and establishing research 
networks and then giving them the task of developing research activity in primary 
care (and general practice). In all of the PCT areas involved in this study, these 
networks were not really seen as providing the support and help to practices. In 
some cases they were perceived as being too academically linked. Both Rogers 
and Lomas found that the change agency should enable and facilitate networking 
and collaboration between organisations; and there should be joint evaluation of the 
consequences of innovations. They also found that it should possess the capacity, 
commitment, technical capability, communication skills and project management 
skills to assist with operational issues. This has never been the role of research 
networks (or PCTs). They have been established as source of funding, capacity 
building (for example in supporting research fellowships) and training. By their 
existence they can facilitate networking but they have never really adopted the role 
of project management or providing technical (for example research design) support 
to researchers. Many respondents felt that they had little influence on research, 
although it is interesting to note, that the practices not involved in research, felt that 
they had been marginalised by the networks and PCT on research matters.
The key influence for many of the research practices seems to come from external 
change agents. The role of these has been described by Rogers, who says that 
they will be more effective if they are (a) selected for their homophily and credibility 
with the potential users of the innovation; (b) trained and supported to develop 
strong interpersonal relationships with potential users and to explore and empathise 
with the user’s perspective; (c) encouraged to communicate the user’s needs and 
perspective to the developers of the innovation; and (d) able to empower the user to 
make independent evaluative decisions about the innovation (Rogers, 1995). As
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mentioned above, the most influential change agents (as described by research 
practices) in this study seem to come from the ‘local general practice community’. 
These are described as charismatic GPs with a vision for developing particular 
areas of general practice. The four Blue Town practices were influenced by one 
such GP. He demonstrated Roger’s homophily and credibility. He was a good 
communicator and was able to demonstrate strong empathy with local GPs. In 
Green Town, the charismatic change agent had a different perspective on research, 
but nevertheless was able to engage three practices with his vision of research as a 
means to accessing further income (and therefore profits) for the practices. Both 
agents were respected, demonstrated leadership and were able to ‘sell’ the idea of 
research to a receptive constituency.
Therefore in many aspects, the Diffusion of Innovation framework seems to provide 
an excellent description of the uptake of research activity in general practice. It 
provides a level of explanation as to why research is adopted by some GPs and 
rejected by others. It illuminates the contextual nature of the adoption and 
implementation process, and also helps us to understand why research networks, 
for example, may not have been particularly successful.
8.5 A review of the strengths and limitations of this work
In trying to make sense of the literature review and the empirical findings, this study, 
as with all studies, has its limitations. In many respects, the research question that 
this research started with, could take decades to answer. Indeed Van de Ven’s 
MIRP studies took over 17 years to complete and needed major external funding to 
support it (Scott Poole et al., 2000). This section will present a reflection of the 
research process, highlighting strengths and limitations.
In designing this research process, a number of areas have been considered to be 
important. This thesis has described the approach to all of these in depth in 
Chapters Four and Five. In particular, to ensure that the research truly achieves 
what it sets out to, nine areas have been considered:
• Focused questions -  to ensure unambiguous research process and to 
facilitate selection of appropriate methodology.
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• Theoretical framework -  to facilitate a better understanding of the academic 
discipline, to aid in the development of the interview schedule, to assist in 
data analysis and to bring meaning to the empirical aspects of the study.
• Valid research design and choice of methods -  to ensure that appropriate 
data is collected in order to answer the research questions posed.
• Academic rigour -  to ensure reliability of the study.
• Appropriate analysis and presentation of the data -  to provide meaning from 
the data and allow academics and practitioners to make sense of the study.
• Insightful conclusions and discussions -  to bring together the elements of the 
study and present it in an understandable manner.
• Peer-review and publication -  to aid in the ‘quality control’, to ensure a 
greater rigour in the reflexivity of the researcher and further to develop the 
theoretical contribution of the study.
• Understanding of limitations -  to ensure an understanding of the 
unanswerable questions and to put boundaries on the generalisability of the 
study. It also helps to identify the weaknesses and areas of future 
development which could be tested through further research.
• Contribution of this research in terms of furthering academic knowledge in 
health service and organisational sociology research as well as providing 
advice to policy makers.
The development, design and implementation of this whole research project has 
taken into account all of the above issues. Much greater explanations of these are 
provided in the chapters on epistemology and methods. However, in summary, this 
research has been based on choosing the appropriate methods to answer some 
specific, focused questions. The data have been analysed and presented to 
colleagues, peers and a wider academic/practitioner audience. The 
recommendations are specific, justified in terms of the findings and provide realistic 
advice to researchers, managers and policy makers. In developing the reflexive 
theme of this research, there are a number of areas which need further exploration 
in order to understand the strengths and limitations of particular aspects of the 
study. The next sections provide some specific thoughts on these.
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The scope of the study and the research question
There were a lot of questions originally (as explained in Chapter 1 Section 1.1) but it 
was decided to restrict these to organisational dimension. This was totally 
necessary in order to undertake a focussed enquiry but inevitably it was impossible 
to explore other dimensions of the research e.g. individual characteristics of GPs 
who make a success of research. There Was an interest in specific interventions 
which would help to promote research activity, such as the RGGP’s PORTA 
(research accreditation exercise). There is a huge literature on the role of quality 
schemes in promoting aspects of health care and, as this has been covered by 
other, it was omitted from these studies (Macfarlane, Greenhaigh, Schofield, & 
Desombre, 2004; Scrivens, 1995). In designing the final aspects of the empirical 
aspects of this thesis, it was decided to look at three areas: why GPs do (or do not) 
get involved in research; what, if any, are the phases of development within 
research practices; and, what are issues associated with the diffusion, spread and 
sustainability of research, when seen as an innovation?
Research design
Stage 1 of the research looked at GPs’ motivation to participate in research activity. 
It involved a series of ‘one-shot’ interviews with GPs, practice staff and managers 
involved in the RCGP’s PORTA scheme. Although it carefully explored GPs’ 
motivation using a semi-structured interview schedule, there are a number of more 
rigorous ways of measuring motivation or attitudes to a particular approach. Given 
time, a far more rigorous approach, would involve interviews, followed by the 
development of a validated questionnaire to measure the constructs which make up 
attitude to research. This approach would involve developing a series of domains 
which describe research. Each domain would be supported by a series of 
statements. The link between these statements would be validated using 
approaches, such as Q-sort methodology. Finally a questionnaire, based on a 
Likert Scaling would be circulated to a probability sample of GPs. This approach is 
lengthy and, almost, impossible to pursue in the current climate of research ethics, 
where approval for each questionnaire needs to be sought from the NHS Local 
Research Ethics Committee for each POT area. Furthermore the study needs to be 
approved by each POT research and development committee before posting to 
GPs. This has the effect of making such a survey, if conducted according to current
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NHS ethics guidance, almost impossible. Given this background, it was thought 
better to conduct interviews based on retrospective narrative accounts with a 
purposive sample of GPs. Similar criticisms and justifications apply to Stage 4 of 
the study (the identification of why GPs don’t get involved in research activity).
Stage 2 of the research was, again, based on retrospective narrative accounts 
rather than prospective observation to gain insight into the longitudinal dimension of 
practice development. In particular the limitations of this approach have been 
highlighted. For example. Van de Ven’s MIRP studies were based on a ‘scientific 
approach to narrative analysis (Scott Poole et al., 2000) (p49). In particular, Scott 
Poole argues for a process method to study organisational development and says 
that five key tasks are needed for this: (i) identify events and event types (ii) 
characterise event sequences and their properties (iii) specify dependencies in 
temporal sequences (iv) evaluate hypotheses of formal and final causality, and (v) 
recognise the coherent pattern that integrates the narrative. The interview schedule 
and semi-structured approach to gather this data attempts four out of these five 
tasks. It does not seek to evaluate hypotheses of causality. The main objective of 
this stage of the research is to explore and describe the processes and phases that 
might occur in development. This research does not set out to demonstrate a 
causal link between inputs and outputs or to claim that action A leads to 
development B. This could be the research question for a future piece of research.
Stage 3 was based around a re-analysis of data gathered in Stage 2. These data 
were supplemented with further qualitative and quantitative data on the RM&G 
arrangements in the three PCT areas. Again, this research has sought to explore 
and describe the processes involved in the adoption and implementation of research 
but have avoided claiming any causal link. Case study researchers sometimes 
claim that by examining,one or two cases it is possible to identify causal processes 
in a way that is not feasible in survey research (Connolly, 1998). This is because 
the case is studied in depth, and over time rather than at a single point. It is often 
argued that, by contrast with experiments, case study research can investigate 
causal processes ‘in the real world’ rather than in artificially created settings. 
However, there are questions about how to distinguish contingent from necessary 
relationships among events of only one or a small number of cases is being studied.
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and about what role theory plays in causal/narrative analysis (Hammersley et al., 
2000).
Some case study researchers argue that they can identify causal relation through 
comparative analysis, for example by means of John Stuart Mill’s methods of 
agreement and difference or via analytic induction. This involves studying where 
there is similarity and where there is difference and making inductive inferences 
based on these. Sometimes, comparative method is seen as the same as 
statistical analysis (Skocpol, 1979); but often a sharp distinction is drawn between 
the ‘logics’ involved in ‘statistical’ and ‘case study’ work. (Mitchell, 2000; Becker, 
2000). These claims are not made in this thesis. The data presented are gathered 
from retrospective narrative accounts to gain insight into the longitudinal dimension 
of innovation uptake and as such there must always be a question about this 
process’s ability to determine causality.
Sampling frame
One of the most difficult aspects facing the researcher was the recruitment of 
participants in the fieldwork. GPs and their staff are notoriously difficult to recruit 
due to the nature of their employment -  GPs (for the most part) are independent 
contractors who are paid on an item of service basis. The workload in general 
practice is high and the time for participating in research studies is low. Given this 
background, a range of approaches were used to ensure access to the groups of 
participants sought for the study. Stage 1 participants were recruited from an 
evaluation study of the RCGP’s PCTRA (primary care team research assessment) 
exercise. These practices were self-selecting with a close affiliation to the RCGP 
and, often, involved in a range of other non-service delivery activities such as 
student and registrar education. The GP principals were also members or fellows of 
the College. It is likely that they are not truly representative of the GP population, 
although they may be representative of research active GPs. Their practices, in 
particular, are more likely to be better organised and committed to organisational 
and personal development than the rest of the general practice community. The 
results presented need to be seen in this light.
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stage 2 and Stage 3 participants were recruited from members of the MRC-GPRF 
in areas where their PCT had volunteered to become a pilot site for hosting the new 
NHS RM&G arrangements in primary care. The first limitation of this comes from 
the ‘early adopter’ approach of these PCTs. It is likely that the PCTs interest in 
research is based on the activity within its constituent general practices, rather than 
the research activity of its employed staff. In the three PCTs studied, there seemed 
to be very little research activity amongst its community staff. The data presented 
(on research activity and staffing) at the start of each case study suggests a low 
level of PCT staff working on the RM&G arrangements. This means that the 
research agenda in these PCTs is led by the research practices. It is unlikely that 
all research active practices are so dominant in their approach. The MRC-GPRF 
does not include all research active practices, nor are these practices necessarily 
representative of the research community, though the MRC framework covers a 
patient population representative of the UK as a whole. Because membership of the 
MRC-GPRF depends on meeting an entry standard, it is likely that the research 
practices sampled for this study are better organised, better funded and more 
successful than research practices as a whole. In future more research is planned 
into the development (and non-development) of research in non-GPRF research 
practices using the Diffusion of Innovations framework.
Stage 4 practices were recruited from the North Central Thames area, having 
expressed a desire to participate in research and subsequently not following this 
through. Given that the researcher was looking to gather data from participants with 
an understanding of research but who had taken an ‘active’ decision (as opposed to 
a passive or uninformed decision) not to participate, this sampling frame is 
justifiable.
Sample size
Although all stages of this study were based on an inductive constructivist approach, 
it is worth exploring the limitations of the sample sizes involved. Sample size is 
important in the hypothetico-deductive approach to research, particularly because of 
the difficulties associated with making inferences from under-powered studies. This 
is not an issue in the exploratory, case-study based approach adopted here.
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stage 1 involved interviews with 15 GPs and practice staff involved in PCRTA. 
Stage 2 (and 3) involved interviews with 28 primary care professionals and 
managers. Three case studies were presented and analysed in stage 3. Stage 4 
involved six such interviews. The issues determining sample size were the need to 
demonstrate saturation of themes as well as pragmatism. Analysis of the data in 
the first three stages demonstrated a good level of saturation -  with many of the 
themes recurring throughout interviews in different practices and areas. The 
pragmatism approach is based on what can be reasonably expected of a PhD thesis 
which needs to be completed (part-time) in five years. It is possible to be confident 
that data and its analysis from Stages 1, 2 and 3 are robust. However, Stage 4 was 
not funded (apart from funds to cover GP service reprovision costs which was 
provided by NoCLoR), and in an ideal world more interviews should have been 
undertaken to ensure robustness. However, this is not a major concern, given that 
Stage 4 was a final piece of the research, designed to test the Diffusion of 
Innovations framework in cases where the innovation was not adopted, and 
therefore not central to the main questions of the thesis.
Instruments
The interview schedules used for all four stages of this research have been fully 
reviewed and it is possible to be confident about their level of validity. Stages 2, 3 
and 4 were based on a theoretical framework drawn from an extensive review of the 
literature. In each case the interview schedules were piloted and minor adjustments 
were made. The Stage 1 interview schedule was based on a theoretical framework 
drawn from previously published work looking why GPs become involved in medical 
education (Hartley et al., 1999). Although education and research could be seen as 
two totally different non-service delivery activities (and some respondents in Stage 4 
argued that these activities suited different GP personality types) the issues 
underpinning the decision making process are similar. Therefore using Hartley's 
work as the theoretical framework is justified in this case.
Data analysis
Ritchie and Spencer’s ‘Framework’ approach was used in data analysis. This 
involves a process of sifting, charting and sorting material according to key issues 
and themes (Ritchie et al., 1994). It could be criticised as potentially distorting the
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reality it seeks to understand, and in particular of imposing categories on the data 
that are not inherently there. There are many different approaches to analysing 
qualitative data and as has been argued elsewhere, the process is not a simple or 
quick task and all approaches to qualitative data analysis have their critics (Pope, 
Zielbland, & Mays, 2000). A ‘Framework’ approach was considered (a) adequately 
robust and well-established as a method of analysis and (b) pragmatically feasible 
within the time and resource constraints of the empirical work, and (c) particularly 
well suited for policymaking questions. When undertaking this work, it is important 
to bear in mind the potential limitations of the analytic method, especially the 
theoretical problem of imposing categories on the data. The tension faced was that 
theoretical models were used which guided the identification and analysis of 
themes, although at the same time the researcher was also looking for new themes 
or discrepancies in the data from these theoretical themes. In all cases, the 
important issue was to test the data (and emergent themes) with colleagues and 
with the use of reflexivity, to ensure rigour in data analysis. At each stage of the 
research, the data, analysis and conclusions were presented to a wider audience of 
researchers to ensure the validity of the process.
Research management process
Stage one of this research was undertaken before the introduction of the NHS 
research ethics guidance in 2001 (COREC, 2001). The protocols from stages 3 and 
4 were presented to, and gained ethical approval from, the Metropolitan Multi-centre 
Research Ethics Committee. The protocol from stage 4 was presented to, and 
gained ethical approval from, the Camden and Islington Local Research Ethics 
Committee. The studies conducted in Stage 2, 3 and 4 were registered with the 
local Research Management Committees in the relevant PCT areas. Stage 4 
protocol was also approved by the University of Surrey Ethics Committee. This 
whole process added at least eight weeks to the research timetable. The merits of 
this process have been argued about elsewhere (Nicholson, 2004). In preparing 
and presenting the documents to the various committees, it has been necessary to 
develop a new set of skills which has ensured that the overall quality of the research 
has been enhanced. However, it has also been a frustrating process which involves 
an extra workload, the production of multiple photocopies and the negotiation of at 
least five separate honorary contracts.
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Researcher’s perspective and abilities
In any piece of research, one of the major limitations arises from the researcher’s 
own background, beliefs and value systems. As mentioned in Section 1.2, the 
researcher’s academic background, and work experience, is in management. 
Management, of course, is not a single academic discipline but a problem-oriented 
area of enquiry that draws on many different primary research traditions, including, 
organisational behaviour, marketing and economics. It was the aim to bring some of 
these underpinning disciplines to help answer these questions. There are many 
other areas of academic approach that could be used to answer the research 
questions posed. Furnham in his book (p4). The Psychology of Behaviour at Work 
lists five broad areas which contribute to understanding of organisational issues: 
psychology, sociology, social psychology, anthropology arid political science 
(Furnham, 1997). Scott Poole and others outline the importance of other subjects 
such as economics, ecology, decision sciences, natural sciences, and philosophy in 
studying organisations and their development (Scott Poole et al., 2000). The 
academic field is wide ranging and diverse. There are many perspectives from 
which could have been used to study this field, however, the focus has been on 
traditions that are familiar. This ‘narrowness’ could be a limitation but it is possible 
to justify the approach by reiterating the original intentions to contribute to one part 
of the academic literature -  namely a better understanding of the development of 
research in general practice through the lens of organisational sociology. That was 
the original intention and it could be argued strongly that the thesis has been 
successful in this undertaking.
Final model
There are two aspects to the model -  presented in Figure 4.3 (p78) and Figure 7.2 
(pi 89). In discussing the findings in this chapter, the two parts of the final model 
have worked extraordinarily well in explaining the data, but there are two or three 
areas which demonstrate its limitations. One of the major weaknesses of the model 
of Diffusion of Innovations is the ‘linkage aspects’ and particularly the issues 
surrounding the role of external change agents. This has been discussed at length 
above. The second weakness comes from the phases of development model 
(pi 98). Arguments are presented which demonstrate that these phases do not
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happen in a linear or predictable manner and that organisations ‘oscillate’ between 
stages depending on the shocks and set-backs that they face. It is very difficult to 
represent this organic, fluid approach in two dimensions and the model may, on the 
face of it, be misleading. This development process is not linear or predictable and 
the model on p189 must be seen in this light. However, as developed so far, this is 
a descriptive and explanatory model, not a predictive one. In other words, it is not 
possible (on the basis of what has been shown so far) legitimately use this model to 
predict what will make a difference in particular circumstances. However, this leads 
to ideas for further research (see below) which suggest testing how good the model 
might be in predicting the support needs of practices.
8.6 Recommendations for practice and practice support
The empirical findings of this study suggest the hypothesis (but of course do not 
prove it) that if research is to develop in general practice, external linkages with 
PCTs, other practices, academic departments and primary care research networks 
will need to be further developed. Indeed, these linkages seem to play a crucial role 
in the movement between different phases of our developmental model.
Another important finding of this study was the need to focus on the transitions 
between development phases rather than just the phases themselves (Kimberly et 
al., 1987). One critical transition is from the early creative phase (in which research 
activity is spontaneous, exploratory, strongly linked to a particular individual and 
often financially precarious) to a more mature, structured and differentiated phase 
(in which research activity is a core property of the organisation itself). This 
‘formalisation transition’ is highlighted in the organisational literature as a crisis point 
for developing organisations, often associated with a fall-off in performance and 
prolonged internal conflict (Quinn & Anderson, 1984).
A key implication from this study is that the needs of research practices differ 
according to their phase of development, and, therefore, support should take 
different forms depending on the phase of development. Indeed, an external ‘push’ 
that is not linked to the practice’s phase of development may actually be damaging, 
as with the requirement to formally collaborate with other practices on research 
studies -  which the findings suggest is helpful for mature research practices but
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tends to stifle development in practices who are still at Phase 1 or 2. Table 8.1 
offers some preliminary recommendations, which it is hoped will be considered 
further when strategic decisions are made both within and outside of the UK on the 
nature and focus of support for research capacity-building in primary care.
It should be noted, however, that the phases depicted in Figure 8.1 are not a one- 
directional linear sequence. Because practices move frequently (and to a large 
extent unpredictably) back and forth between the phases, a practice that was in 
‘Phase 3’ last year might be in ‘Phase 2’ this year, and hence its needs and 
perspective will change in what might seem a counter-intuitive direction. With this 
caveat in mind. Table 8.1 offers some recommendations for supporting research 
practices at different phases of development.
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Table 8.1: Im plications of this study for supporting research practices  
at the grass roots
Phase Critical features of success (or 
failure) in this phase
Recommendations for supporting 
practices in this phase
1 (creative energy) Organisational boundary 
spanners
Inter-organisational norm-setting 
Informal networks between like- 
minded individuals
Informal networking opportunities for 
motivated individuals e.g. ‘open 
space’ events
Protected time for the individual 
research lead e.g. a paid “research 
session"
II (concrete 
planning)
All members of the practice 
decide to go for research and pull 
together to get an initial strategy
Facilitation, infrastructure support, 
participation in accreditation 
schemes such as PORTA
III (transformation) Hard work 
“Lots of processes" 
Premises/space 
Staff training
Training: Core research skills; project 
management skills 
Initiatives to support continuity o f 
core staff
Staff development skills 
Pump-priming grants 
Premises development grants 
‘Beacon’ visits for acquisition of tacit 
(‘how-to’) knowledge
IV (consolidation) Getting a big grant 
Getting Culyer status
Outreach support from academic unit 
Incentives/support to get accredited
V (collaboration) Informal inter-organisational 
networking
Inter-practice collaboration on 
specific research projects 
Close linkage with research 
support units and/or academic 
departments
Inter-organisational networking and 
linkage activities adopt a 
Collaborative Quality Improvement 
approach
Project management and research 
input from inter-practice research 
support unit
Joint academic-service appointments
The empirical findings of the three case studies suggest that if research is to be 
taken up in general practice there are a number of different aspects to be developed 
by policy makers: the nature and type of research activity to be adopted; the 
diffusion process, dissemination processes, system antecedents for the innovation, 
the system readiness for innovation, the outer context for research activity, and 
implementation/sustainability strategies.
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Research will only be adopted if it shows a relative advantage to GPs over other 
options. What can policy makers do to provide this relative advantage? Three 
areas seem to be important here: funding, relevance and the minimisation of 
bureaucracy associated with setting up and undertaking research. There are a 
number of funding streams available to GP researchers -  for example the NHS 
SDO programme, the MRCGPRF and pharmaceutical research. However, there 
seems to be a dearth of small funding streams which could be used to induce GPs 
to start independent research. The relevance of research activity is vital: if research 
is to be meaningful and engaging for many GPs, it must be based around topics that 
are relevant to their clinical practice. This, obviously conflicts with the current 
tendency where government funding is directed towards topics decided on a 
national basis. This research has also highlighted some of the problems associated 
with the bureaucracy of the NHS research management and governance process. 
Potential (and existing) researchers will need support to overcome the challenges of 
scientific review, ethical review, research reporting, registration of research at a PCT 
level, honorary contracts and the requirement to reimburse NHS staff (and premise) 
costs.
In diffusing {‘letting it happen) and disseminating research to a wider general 
practice audience, policy makers and managers need to consider a number of 
issues. Some of the relevant tools for this are: networks, opinion leaders, 
champions, boundary spanners. Policy makers and managers at a local level must 
take into account the idea of homophily -  which seems to be particularly important 
in the general practice community. The empirical aspects of this study showed the 
importance of appropriately structured networks, supported by champions and 
boundary spanners (see for example Blue Town PCT case study). There is 
evidence that these networks need to be perceived as relevant to the local GP. 
There is not a great deal of support for academics and PCT managers taking on this 
role, unless they have credibility within the GP community.
In looking at the system antecedents and the system readiness for innovation, the 
data indicates a number of important areas: structural issues (particularly slack 
resources and decentralised decision making structures), capacity for new 
knowledge, a receptive context for change, appropriate tension for change, 
innovation-system fit, and support and advocacy. Practical steps to address some
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of these issues include the provision by the NHS (nationally and locally) of capacity 
building and structural funding streams. This will allow practices the time and space 
to develop researchers and research programmes. The Culyer practice approach 
was an attempt at this and should be continued. GPs who feed the output of 
research (and teaching for that matter) into practice development activities could be 
rewarded by extra ‘points’ and funding from their new GMS contracts. This would 
ensure that there is a capacity for new knowledge and the receptive context for 
change is enhanced. The innovation system fit is largely being addressed by the 
development of the NHS IT strategy and enhanced clinical information systems in 
primary care. One of the Blue Town practices had shown the importance of 
investing in robust information systems and policy makers could take ‘a lead’ from 
this by dedicating more funding and support in this area.
The outer context depends very broadly on three areas: informal inter-organisational 
networks, the wider environment and political directives. Recommendations for 
practice will be made in the area of improving networking. The empirical aspects of 
this study revealed two influential inter-organisational networks -  the Blue Town 
research network and the Green Town alliance of ex-total purchasing practices. 
These networks had been developed locally and from ‘the bottom up’ by the 
practices themselves. Policy makers and local managers could encourage this 
activity by providing funding and facilitation as a primer for such networks. There is 
considerable evidence (in this study) that they are perceived to be more influential at 
a local level than the primary care research networks and may do more to shape the 
research agenda and encourage new participants in the process.
In considering implementation and sustainability of research activity there are 
certain factors that should be considered to promote the routinization of the 
innovation; namely: leadership and management, human resource issues, funding 
and intra-organisational communication, and adaptation/reinvention. Developing 
and supporting research leadership and management at a local level is a difficult 
issue. The individuals who could provide both of these are often engaged in 
research activity themselves and it may not make sense to divert them. PCTs could 
identify, encourage and support (via funding) these individuals (probably GPs). 
Obviously a GP’s time is finite, however, funding in the form of service reprovision 
costs and locum fees, could be one way round this problem. Research active
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practices could also receive funding support for dedicated staffing (and other 
infrastructure costs). Improving the human resource level (both numbers and skills) 
as well as ensuring a predictable funding stream for research practices may be one 
way forward. As mentioned earlier, the current funding mechanisms are project 
based, very competitive and, in many cases, unpredictable. This mitigates against 
many practices becoming involved in research because they cannot always ensure 
that funds will be available, long term, to fund posts, buildings and equipment. 
Policy makers should explore ways of providing more predictable funding streams 
(obviously linked to delivery and outcomes). The national research agenda is 
forcing practices (and many other research active organisations) to collaborate. 
Whilst this may be a way of ensuring economies of scale, it does prevent smaller 
organisations from ‘dabbling’ in research. Perhaps policy makers should explore a 
plurality of approaches here.
Lastly, empirical data shows the importance of adaptation and reinvention in 
ensuring sustainability. Research which is not locally relevant will not be adopted 
and sustained. This study shows the importance of GPs becoming involved in 
research which matches their personal interest. Policy makers should be wary of 
imposing a top-down research agenda. Indeed PCTs should also avoid only 
funding studies which match their interests. The evidence presented here suggests 
that allowing GPs to pursue research relevant to themselves (adapting the national 
agenda) will encourage more take-up and sustainability. This does pose a problem, 
however, for policy makers in the NHS; namely the difficulty of funding activity which 
may not be relevant to national health priorities. One way of addressing this would 
be to target small funding streams (say £10,000-£25,000) at locally determined 
projects and larger funding (say £50,000 and above) at national priority areas.
8.7 Recommendations for further research
Van de Ven and Greenhalgh’s developmental models challenge previous 
categorical taxonomies of research practices. They form a theory-driven framework 
for providing appropriate support at the grass roots of primary care research, based 
on the practice’s phase of development and the nature of external triggers and 
potential setbacks. The findings have important implications for the strategic
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developm ent of practice-based research in the UK, and could serve as a m odel for 
the w ider international community.
O n e of the m ajor w eaknesses of this research is that it w as based on the one-shot 
interview rather than case studies based on longitudinal studies of how research  
activity develops. There w ere good reasons for choosing this research subject and  
m ethodological approach. These have been discussed and justified e lsew here. 
H ow ever, in addition to contributing to a greater understanding of the organisational 
issues of adoption and im plementation of research by general practices, it is 
possible to m ake som e recom m endations as to future areas for research on this 
topic area.
Th e  pressing research question to arise from this thesis focuses on the support 
provided to practices to enable them  to develop their research capabilities. If w e  
provide support to practices based on these m odels, will it work? This question  
form s the basis for an intervention-based prospective trial. Policy m akers and local 
prim ary care m anagers have a set of interventions based on this m odel that could 
help research activity to develop. These interventions range from ensuring that 
research has a relative advantage (by providing an appropriate financial 
infrastructure) to developing the role of change agents and support networks. T h e  
thesis provides empirical evidence for their effectiveness; how ever it does not 
establish causal links. This would be the focus of future work using the m ethods of 
Scott Poole and A ndrew  V an de V en (Scott Poole et al., 2 0 00 ).
In addition to the main research opportunity describe above, there  are a num ber of 
other areas of the model which could also be explored. T h ese  are set out below.
In n o v a tio n s . Further research into the attributes of research activities that prom ote  
its adoption is probably not needed. Instead, research in this area should be  
directed at these questions:
•  H ow  do areas of innovation allied to service delivery in general practice arise, 
and in w hat circumstances? W h at particular mix of factors tends to produce  
‘adoptab le ’ innovations (e.g. ones that have clear advantages beyond their
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source organisation, low im plem entation complexity, and are adaptab le  to 
new  circum stances)?
• H ow  can innovations in general practice organisations be adapted so they  
are perceived as m ore advantageous, m ore com patible with prevailing norms 
and values, less complex, m ore trialable, with m ore observable results, and 
with greater scope for local reinvention? Is there a role of a central agency, 
resource centre or officially sanctioned dem onstration program m es, such as 
the N H S  S D O  program m e, in this?
• How  do innovations arising as ‘good ideas’ in general practice becom e  
reinvented as they are transmitted through individual and organisational 
networks, and how can this process be supported or enhanced?
•  How  might w e identify ‘bad ideas’ that are likely to spread so that w e  can  
intervene proactively to prevent this?
A d o p te rs  an d  a d o p tio n . There  is not a need for further descriptive studies on 
patterns of adoption by G Ps (or nurses and allied health professionals) as  
individuals. T h e  main unanswered questions are:
•  W h y  do G Ps (and organisations) stop using an innovation after adopting it?
• W h a t are the transferable lessons from cognitive and social psychology about 
the ability and tendency of individuals to adopt particular innovations in 
particular circumstances? For exam ple, w hat can w e glean from  the  
m ainstream  literature about how G Ps process information, m ake decisions, 
apply heuristics and so on?
D is s e m in a tio n  an d  so c ia l in flu en ce . There  is no need for further ‘intervention’ 
trials of the use of opinion leaders in efforts to change G P  (or nurse) behaviour. T h e  
published research shows that opinion leadership is a com plex and delicate  
process, and research that fails to capture these process elem ents is unlikely to add  
to w hat is a lready known. Research should be conducted into com m unication and  
influence that addresses the following questions:
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•  W h at is the nature of interpersonal influence and opinion leadership in the
range of different professional and m anagerial groups in prim ary care,
especially in relation to organisational innovations? In particular, how are  key  
players identified and influenced?
•  W h a t is the nature and extent of the social networks of different players in the
health service (both clinical and non-clinical)? How do these networks serve
as channels for social influence and the reinvention and em bedding of 
com plex service innovations, such as research activity?
•  W h o  are the individuals who act as cham pions for organisational innovations 
in general practice? W hat is the nature of their role and how might it be  
enabled and enhanced?
•  W ho  are the individuals who act as boundary spanners in health service  
organisations, especially in relation to com plex service innovations? W h a t is 
the nature of their role and how might it be enabled and enhanced?
T h e  h e a lth c a re  o rg a n iza tio n . There should not be any further survey-based  
research to identify structural determ inants of innovativeness in general practice  
organizations, since the small but significant effect of key structural determ inants is 
well established. Th e  following questions are possible directions for further 
research:
• How  can w e improve the absorptive capacity of general practices for new  
knowledge? In particular, w hat is the detailed process by which ideas are  
captured from outside, circulated internally, adapted, refram ed, im plem ented  
and routinized in a practice, and how might this process be system atically  
enhanced? This, of course, would apply to the adoption of m any innovations  
in general practice, not just adoption of research activity.
•  How can leaders of general practices and prim ary care set about achieving a 
receptive context for change -  that is, the kind of culture and clim ate that 
supports and enables change in general?
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•  W h a t is the nature of the process that leads to long term  routinization (with 
appropriate adaptation and developm ent) of innovations in general practice  
(and conversely, w hat is the nature of the process by which promising 
innovations becom e abandoned)?
S y s te m  re a d in e s s  fo r  in n o v a tio n . There  is relatively little system atic research into 
the developm ent of system  readiness (that is, the steps that organisations can m ake  
to assess, prepare for, and anticipate the impact of an innovation). T h e  following 
questions should be addressed;
•  W h a t steps must be taken by service organisations, such general practices, 
w hen moving towards a state of 'readiness' (i.e. with all players on board and 
with protected tim e and funding), and how might this overall process be 
supported and enhanced? In particular, (!) how can tension for change be 
engendered?; (ii) how can innovation-system  fit best be assessed?; (iii) how  
can the implications of the innovation be assessed and fed into the decision­
m aking process?; (iv) w hat m easures enhance the success of efforts to 
secure funding for the innovation in the resource allocation cycle?; and (v) 
how can the organisation’s capacity to evaluate  the im pact of the innovation 
be enhanced?
T h e  o u te r  c o n te x t. Aside from questions in the fields of political science and 
m acro-econom ics, the main research questions on the environm ental context are:
•  W h a t is the nature of informal inter-organisational networking in different
areas of activity in general practice, and how might this be enhanced through
explicit knowledge m anagem ent activities (such as the appointm ent and  
support of knowledge workers and boundary spanners)? Is there  a role for 
research networks and change agents in this process?
•  W h a t is (or could be) the role of professional organisations and informal
interprofessional networks in spreading innovation betw een general
practices?
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W h at are the harmful effects of an external ‘push’ (such as a policy directive  
or incentive) for a particular innovation \Nhen the system  is not ready? W h a t  
are the characteristics of external pushes that tend to be m ore successful in 
promoting the assimilation and im plem entation of innovations by general 
practices?
8.8 Conclusion and key findings
This thesis has dem onstrated that the innovation m odels put forward by V an  de V en  
and G reenhaigh provide a good description and explanation of the issues facing  
G P s and policy m akers in developing research activity.
T h e  conclusion from this research is that som e practices and G Ps will never get 
started in research, despite the encouragem ent of policy m akers and research  
networks. Th ese  G Ps will prefer to concentrate on service delivery or m ay get 
involved in education delivery to medical students, registrars or colleagues. Th e  
practices which do get involved in research activity will alw ays w restle with the  
difficulty of justifying from a patient and financial basis. Policy m akers and 
m anagers can do much to facilitate the spread of this activity and, using V a n  de  
V e n ’s approach, introduce more triggers and reduce the setbacks to this developing. 
R esearch activity should be treated as an innovation and that if policy m akers, local 
m anagers and G Ps which to prom ote its adoption m any aspects should be 
considered. Th ese  aspects include ensuring that it has a relative advantage over 
alternative activities such as teaching, that it addresses local needs and that the  
inner and outer contexts are appropriately configured.
Policy m akers should bew are of relying on networks and cham pions to support the  
developm ent of research activity. There  appears to be much scepticism about their 
influence. A bove all, policy m akers should try to reduce the bureaucracy associated  
with research projects, increase the funding available and allow local research  
initiatives and agendas to develop. In undertaking these actions, research should 
flourish within general practice.
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